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North Carolina Quality Assessment and Improvement Strategies 
December 11, 2006 Status Report 

 
 

I. Process for Quality Strategy Development, Review, and Revision 
 
A. BBA-compliant WellPath (MCO) Contract:  

The MCO model contract was finalized August 2003 to include the following BBA-
compliant amendments. An extension of the current MCO contract for October 1, 
2005 through June 30,, 2006 was approved by CMS.  
 
In April 2006, the North Carolina Department of Health and Human Services 
(DHHS) made a decision to discontinue the MCO health care option for Medicaid 
recipients in Mecklenburg County. DHHS proposed an extension of the model 
contract through July 31, 2006 to ensure ample time to notify the MCO enrollees of 
the contract termination and transition to another health care option. CMS approved 
the State’s request for the one-month extension of the contract.    
 

The MCO contract states: 
• The Plan must have an overall quality improvement program that is integrated 

into the Plan’s activities and involves key decision-making staff. 
• The Plan must submit annual reporting to include a patient and provider 

satisfaction survey annually, HEDIS data and DMA measures regarding 
utilization and Plan performance, quarterly complaint and grievances reports, 
and data for CSHCN.   

• The Plan is required to develop and implement a minimum of two performance 
improvement projects that focus on clinical and non-clinical areas the first year, 
three projects in year two, and four projects in year three of the contract.  

1. The Plan submitted performance improvement project plans for four 
clinical projects: improving initial health assessment rates, improving lead 
screening rates, improving adolescent immunization rates, and improving 
health check screening rates. The results of these projects were reported by 
June 30, 2006 when the Plan reports their annual data to the State. 

                    * Please see Attachment I – the EQR 2006 Annual Technical Report  
2. The Plan submitted a non-clinical performance improvement project for 

improving provider satisfaction. Results were reported by June 30, 2006 as 
required in the MCO contract. 

 
B.  BBA-compliant Piedmont Behavioral Healthcare (PIHP) Contract: 

The PIHP contract was effective April 1, 2005 for a two-year period, with an 
optional one-year extension. 
• The Plan must have an overall quality improvement program that is integrated 

into the Plan’s activities and involves key decision-making staff. 
• The Plan must submit annual reporting to include provider satisfaction survey, 

consumer satisfaction survey, HEDIS data and DMA measures regarding 
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utilization and Plan performance, quarterly complaint and grievances reports, 
and 1915 (c) waiver enrollee data. 
On June 30, 2006, the PIHP reported the required annual performance measures 
for the first 9 months of operation, April 1, 2005 – December 31, 2005. 

• The Plan is required to develop and implement a minimum of two performance 
improvement projects , one focusing on a clinical area  and one non-clinical, 
during the first year of operation. Three projects are required in year two of the 
contract and four projects are required in year three. The results of these 
projects will be reported by July 31 of each calendar year beginning 7/31/06. 

 
1. The PIHP submitted the required non-clinical performance improvement 

project for year one of the contract for improving resolution of complaints 
within the established 30 day guideline.  

2. The PIHP clinical performance improvement project submitted was to 
improve continuity of care and reduce recidivism rates in state facilities 
through the involvement of the Screening Triage and Referral (STR) 
Department via discharge planning.   

 
    *Please see Attachment II - Piedmont Behavioral Healthcare Contract  

 
C. The third mandatory activity, Compliance with State and Federal Regulations, was 

completed for the PIHP on August 25, 2005. The document review and onsite 
activities were completed by the EQRO following the CMS protocol. MPRO 
accepted PBH’s plan of correction and a letter was sent 3/30/06 to PBH indicating 
that they are in full compliance. 

 
The next full regulatory Compliance review of the PIHP by the EQRO will be due 
in 2008. 
 

D. The State plans to re-evaluate the quality strategy and revise it as necessary in the 
fourth quarter of each calendar year. The annual review and update of this quality 
strategy occurred in fourth quarter of 2006 through review of the information 
contained in this report and the attachments. The 2006 Quality Strategy will contain 
both PIHP updates, and HMO activities through the July 31, 2006 contract 
termination date. The Quality Strategy for 2007 will be specific only to the PIHP. 

 
DMA participated in a PIHP stakeholder’s meeting on October 13, 2006 at the PIHP’s 
Meeting Conference location in Concord, North Carolina. The draft Piedmont specific  

  Quality Strategy was presented for input and comment.  
 

  *Please see Attachment III - Stakeholders Global CQI Committee Meeting Agenda 
 
II. Managed Care Program Goals and Objectives 
 

Upon termination of the MCO contract, the State discontinued the MCO Plan 
Mobilization Meetings quarterly in Mecklenburg County. The Division’s Managed 
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Care Quality Management section continued to meet quarterly with the QM/UM 
representatives of the MCO Plan to discuss quality initiatives and progress toward goals 
until their final meeting held June 14, 2006 prior to termination of the HMO contract. 
 
The Division’s Managed Care Quality Management section also conducted quarterly 
meetings with the PIHP’s QM staff regarding Performance Improvement Project (PIP) 
design and progress, EQR activities, performance monitoring reporting, identified 
trends, follow-up initiatives or action plans, and any other quality related topics of 
concern. 
 
* Please see Attachment IV - Samples of Agendas and Minutes for Quarterly QM 

Meetings held with the MCO and the PIHP 
 
III.  Medicaid Contract Provisions 
 

Contract provisions regarding access to care, accessibility of services, appointment 
availability and wait times, choice of a health professional, emergency services, 
structure and operations, or quality measurement and assessment have not been 
changed except for Sections 1.7, 2.2, 2.3, and Appendix IX, Grievance Procedures, 
Section C (except for the last two paragraphs). These sections of the MCO contract 
were amended in April 2004 to comply with BBA requirements. 
*Please see the 2004 MCO contract amendment at 

http://www.dhhs.state.nc.us/dma/mco/amendmco.pdf 
 

IV. State Standards for Access to Care 
 

State standards for access to care are covered in the MCO contract sections 6.2, 6.3, 
6.4, 6.5, 6.6, 6.8, 6.14, 6.36, 7.6 and Appendix XV.  

 
There has been no change with the MCO contract or state standards regarding access to 
care since the original strategy was submitted to CMS. However, DMA is in the 
process of proposing to amend the current MCO contract to reflect an update of the 
capitated rates and to clarify policy. The sections of the contract to be included in the 
amendment are: Section 6.14 Case Management for Children with Special Health Care 
Needs and Section 6.15 New Member Health Assessments.  

 
State standards for access to care are covered in the PIHP contract sections 6.2, 6.3, 6.4, 
6.5, 6.6, 6.8, 6.13, 6.22, 7.6, and Attachment U. 

 
V. State Standards for Structure and Operations 

There have been no changes to the MCO contract regarding structure and operations of 
the MCO since the original strategy was submitted to CMS. Structure and operations 
requirements are listed in sections 4.1-4.9, 6.11, 7.5, 7.6, 7.7, 8.2, 12.1, Appendix V 
and Appendix IX (amended).  
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Structure and operations requirements for the PIHP are listed in contract sections 4.1-
4.8, 6.10, 6.11, 7.5, 7.6, 7.7, 8.3, 11.1, Attachment N, and Attachment P. 

 
VI. State Standards for Quality Measurement and Improvement 

1. Practice guideline requirements were assessed as part of the mandatory external 
quality review. Policy and procedures adopted by the Plan to develop appropriate 
practice parameters are compliant with Section 7.1 of the MCO contract and the 
PIHP contract. 

2. The quality assessment and performance improvement program is included in 
Section 7.1 and Appendix XVII of the MCO contract and Attachment O of the 
PIHP contract. 

3. The MCO contract states in Appendix V the statistical reporting requirements for 
the Plan, which are due by June 30 of each calendar year of the contract. The 
reporting includes HEDIS measures, CAHPS survey for children and adults, and 
measures developed by the Division to assess Plan performance. The annual reports 
are reviewed by Division Managed Care QM staff. Based on analysis of the results, 
the MCO may be required to submit a corrective action plan to the Division. The 
Plan had timely submission of all required reporting prior to termination of their 
contract. 

4. The PIHP contract states in Attachment N the statistical reporting requirements for 
the PIHP with the annual measures due by July 31 of each calendar year of the 
contract. The PIHP had timely submission of required reporting. 

5. Health Information systems requirements for the MCO are found in section 7.8 of 
the MCO contract. Utilization, provider and enrollee characteristics as specified by 
the Division are reported with the annual statistical report. Complaint, grievance 
and appeal data is submitted by the Plan to the Division on a quarterly basis. 
Involuntary disenrollments must be approved in advance by the Division after 
careful review of supporting information.  

6. Health Information systems requirements for the PIHP are found in section 7.9 of 
the PIHP contract. Utilization, provider and enrollee characteristics as specified by 
the Division are reported with the annual statistical report. Complaint, grievance 
and appeal data is submitted by the Plan to the Division on a quarterly basis. 
*Please see the MCO contract on the DMA website at: 

http://www.dhhs.state.nc.us/dma/mc/Finalmco.pdf 
 *Please see Attachment II - Piedmont Behavioral Healthcare Contract  

 
VII. State Monitoring and Evaluation 

 
The State reviews the data submitted by the MCO and by the PIHP and provides 
feedback to each entity in Quarterly QM meetings and by written communication. 
The State works collaboratively with both Plans to determine topics for 
Performance Improvement Projects for the upcoming year based on a comparison 
of State and Plan-generated HEDIS measures. The State participated in EQRO site 
visit activities for the MCO July 20, 2006 and to the PIHP in an oversight capacity 
on August 31, 2006. 
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A.  Arrangements for External Quality Reviews 
 

1. Effective April 1, 2005, the State awarded the current EQRO contract for two 
years with a one year optional extension to Michigan Peer Review 
Organization (MPRO). 

2. MPRO conducted an EQR site visit to the MCO on July 20, 2006 for 
Performance Improvement Project and Performance Measure Validation.   
Review of the ISCA tool was found to be in compliance for their information 
system capabilities. The MCO elected to accept the EQR reports for the 2006 
Validation of Performance Improvement Projects and Performance Measures 
as the final report and chose not to submit a plan of correction for any 
recommendations due to termination of the contract effective July 1, 2006.  

3. On April 20, 2006 MPRO conducted a site visit to the MCO to review the 
Financial Analysis; evaluate the contractual relationship between the State and 
MCO; evaluate the claims adjudication system and reporting methodology; 
and review compliance with the terms and conditions of the State/MCO 
contract. The MCO responded to the few items on the Plan of Correction and 
therefore demonstrated compliance. 

4 MPRO conducted an EQR site visit to the PIHP on August 31, 2006 for 
Validation of Performance Measures and Performance Improvement Projects. 
The PIHP has been asked to submit a follow up corrective action plan for the 
recommendations to MPRO by October 31, 2006.  

5. MPRO also reviewed the PIHP Information Systems Capabilities Assessment 
(ISCA) and found all documentation relating to the ISCA to be satisfactory, 
with the exception of the enrollment calculations for two performance 
measures, and the PIHP corrected the denominators of both of these measures 
to account for the accurate enrollment requirements. 

6. MPRO submitted the Annual Technical Report to the State on October 31, 
2006. The report was sent to both the MCO and PIHP for comment.  
* See Attachment I – EQR 2006 Annual Technical Report. 

7. The ATR report will be used to evaluate the effectiveness of the State’s 
quality strategy in the upcoming year.                                            

 
VIII. Procedures for Race, Ethnicity, and Primary Language 

 
A. The State is identifying the race, ethnicity and primary language of each 

Medicaid MCO/PIHP enrollee at the time of application at the DSS. The 
caseworker is entering the data into the Eligibility Information System (EIS) 
as instructed by the State. This information will be downloaded into the 
MMIS+ and DRIVE data systems and has been placed on the monthly 
MCO/PIHP enrollment reports.  

B. Race is often not reported by the Social Security Administration for SSI 
recipients, therefore, we are coding the EIS as unreported when SSA sends us 
“unknown” as the race indication.  
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IX. National Performance Measures and Level 
 

The State has incorporated performance benchmarks for the MCO in their contract. 
The benchmarks have been based on the NCQA HEDIS performance benchmarks 
for selected HEDIS measures, the MCO’s self-reported data on specific State 
measures, and the benchmarks contained in the present contract. The State has 
accepted the MCO’s HEDIS 2006 data report for CY 2005. 

 
 Since the PIHP now has an initial baseline year of service experience and 

performance data the State and the PIHP will jointly address the development of 
performance benchmarks.  

 
X. Intermediate Sanctions 

 
The State describes the use of intermediate sanctions in support of its quality 
strategy in section 14.5 of the MCO contract.  

 
The PIHP contract section 13.2 addresses intermediate sanctions. 
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Executive Summary  i 

Executive Summary 
 
The North Carolina Department of Health and Human Services (DHHS), Division of Medical 
Assistance (DMA) is responsible for evaluating the quality of care provided to recipients enrolled 
in North Carolina’s Medicaid managed care organization (MCO) and Prepaid Inpatient Health 
Plan (PIHP).  Pursuant to Federal requirements, as set forth in the Balanced Budget Act (BBA) of 
1997 (BBA), DMA has contracted the Michigan Peer Review Organization (MPRO) to conduct a 
comprehensive review of each entity to assess performance relative to the quality of healthcare, 
timeliness of services, and accessibility of services to its enrollees.  
 
DMA contracts with two entities.  WellPath Select, Inc. (WellPath), a MCO operating in 
Mecklenburg County, provides services to Medicaid enrollees.  Piedmont Behavioral Health 
(Piedmont), a PIHP, provides behavioral health services to Medicaid enrollees in multiple 
counties throughout the state. 
 
This Annual Technical Report (ATR) provides an evaluation of review activities conducted by 
MPRO as the External Quality Review Organization (EQRO) to determine the progress both 
entities relative to meeting the goals set forth by the State.  The report provides a detailed account 
of all review activities undertaken during the past year. 
 

Review of WellPath Performance Improvement Projects 
MPRO conducted a validation of four performance improvement projects (PIPs) submitted by 
WellPath.  The following were the PIP study topics: 
 

 Improving Adolescent Immunization Rates;  
 Improving Initial Health Assessment Rates;  
 Lead Screening Rates; and  
 Improving Health Check Screening Rates.   

 
The validation process produced findings of “Low Confidence” in two study topics:  “Improving 
Initial Health Assessment Rates” and “Improving Health Check Screening Rates” and 
“Confidence” in two:  “Improving Adolescent Immunization Rates” and “Improving Lead 
Screening Rates.” 
 
MPRO submitted recommendations related to the two “Low Confidence” PIPs.  However, the 
contract between WellPath and DMA was terminated effective July 31, 2006; as a result, 
WellPath elected to accept the reports as final rather than submit a corrective action plan (CAP). 
 

Review of WellPath Performance Measures 
MPRO validated the same four performance measures (PMs) for WellPath in 2006 as validated in 
2005:   
 

 New Member Health Assessment for Pregnant Females;  
 Children with Special Health Care Needs Assessment;  
 Sterilizations Paid by Plan; and  
 Hysterectomies Paid by Plan.   
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All four PMs were in full compliance.   
 
WellPath has effectively utilized the DMA specifications for each measure. It was able to apply 
denominator exclusion criteria as applicable, identify numerators as appropriate, and meet all 
time limitations.  MPRO did not note any weaknesses since all PMs met full compliance. 

Review of Piedmont’s Regulatory Compliance CAP 
In 2005, MPRO conducted a regulatory compliance review of Piedmont.  The review assessed 
Piedmont’s compliance with federal, state, and DMA contractual requirements.  The review 
findings indicated Piedmont had certain areas which did not meet full compliance.  MPRO 
reviewed Piedmont’s CAP and determined the CAP documents were complete, accurate, and in 
full compliance.  The next full review will be completed in 2008. 
 

Review of Piedmont Performance Improvement Projects 
MPRO validated two PIPS for Piedmont: 
 

 Improving Resolution of Complaints within Established Guidelines; and 
 Improving Coordination of Care and Reducing Recidivism Rates in State Facilities. 

 
MPRO’s validation initially found “Confidence” in the first study – “Improving Resolution of 
Complaints within Established Guidelines.”  However, the “Improving Coordination of Care and 
Reducing Recidivism Rates in State Facilities” PIP resulted in a validation finding of “Low 
Confidence.”  MPRO recommended that Piedmont submit an updated PIP for the second study 
topic, including all recommendations from the final validation report, and to submit both PIPs in 
a final narrative report.  On October 31, 2006 PBH submitted their CAP along with updated PIP 
reports.  MPRO reviewed these reports and finds them to be in full compliance with the 
DMA/PIHP contract as required in the Balanced Budget Act (BBA) of 1997. 
    

Review of Piedmont Performance Measures 
MPRO validated seven of Piedmont’s PMs:   
 

 Follow-up After Hospitalization for Mental Illness;  
 Mental Health Utilization;  
 Chemical Dependency Utilization;  
 Number of Consumers Moved from Institutional Care to Community Care;  
 Initiation and Engagement of Alcohol and Other Drug Dependence Treatment;  
 Utilization Management of the Provision of High Use Services; and  
 Complaints/Grievances/Appeals.   

 
MPRO found five of the seven PMs to be “Fully Compliant”. On October 26, 2006 MPRO, 
Piedmont, and DMA had a conference call and Piedmont indicated that members cannot be 
disenrolled.  Because of this, two of the performance measures were updated to ‘Full 
Compliance’.  For future performance measure reporting, MPRO has recommended that 
Piedmont develop a mechanism to differentiate between its Medicaid and State-funded enrollees 
in its databases.   
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Chapter 1 – Introduction 
 

Purpose 
The primary purpose of the Annual Technical Report (ATR), is to report the results of the 
independent evaluation performed in accordance with the Balanced Budget Act (BBA) of 1997 
(Subpart E, 42 Code of Federal Regulations [CFR] §438.364).  The ATR provides to the North 
Carolina Division of Medical Assistance (DMA) an assessment of each managed care 
organization (MCO) and Prepaid Inpatient Health Plan’s (PIHP) compliance with the DMA 
Contract terms and conditions.    The ATR also offers an objective report of each contracted 
entity’s strengths and weaknesses relative to the quality, timeliness, and access of services 
provided to its enrollees.  To achieve this purpose, Michigan Peer Review Organization (MPRO) 
conducted targeted review activities consistent with BBA requirements and Centers for Medicare 
& Medicaid Services (CMS) protocols. 
 

CMS and DMA 
CMS and DMA have a partnership, whereby CMS provides matching federal funds to DMA for 
administration and purchase of health care services for low-income enrollees.  Medicaid has 
historically been based on a fee-for-service program; however, in 1981, the Omnibus Budget 
Reconciliation Act (OBRA) allowed state Medicaid agencies to enroll fee-for-service enrollees in 
federally qualified MCOs.  The BBA is the first comprehensive revision of the federal 
requirements for Medicaid Managed Care programs. 
 
The BBA enacted new Managed Care Regulations describing federal requirements for state 
Medicaid Managed Care Programs.  Regulations 42 CFR §438.202 and §204 require the State’s 
Medicaid Agency: 

 Establish a state “Quality Strategy” describing the methods by which the DMA will 
comply with federal requirements and purchase managed health care services.  The 
Quality Strategy must address DMA’s proposed development and implementation of a 
quality assessment and improvement strategy that includes access to care, structure and 
operations, and quality measurement and improvement standards;1 

 Contract with a qualified external quality review organization (EQRO) to assess State 
compliance with federal regulations;2 

 Have the EQRO annually produce an objective public report focusing on each MCO and 
specifically addressing each MCO’s strengths and weaknesses;3 and 

 Have Quality Strategy standards at least as stringent as the BBA standards [42 CFR 
§438.204(g)], with information obtained to be consistent with CMS protocols [42 CFR 
§438.350 (e)]. 

 
As stated in the federal regulations, DMA or its EQRO must perform three mandatory EQR-
related activities covering each contracted MCO/PIHP:4 
                                                 
1 42 CFR §438.204-242. 
2 42 CRF §438.204(d). 
3 42 CFR §438.364 and §438.350. 
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1. Validate Performance Improvement Projects (PIPs); 
2. Validate Performance Measures; and 
3. Determine MCO/PIHP Compliance with Federal Medicaid Managed Care 

Regulations. 
 
Through a competitive procurement process, DMA selected MPRO to conduct the required 
quality assessments and produce an annual detailed technical report. 
 

Quality, Access, and Timeliness 
The ATR is based on quality improvement principles espoused by W. Edwards Deming Ph.D. 
and Avedis Donabedian, MD, MPH.  Deming’s philosophy of Continuous Quality Improvement 
(CQI) requires a “constancy of purpose for the improvement of product and service” such that 
improvement efforts are focused on doing the right thing, at the right time, for the right reason.5   
 
To operationalize ATR assessments, MPRO defined quality, access, and timeliness as follows: 

 
 Quality is the extent to which an MCO/PIHP increases the likelihood of desired health 

outcomes of enrollees through its structural and operational characteristics, and through 
the provision of health care services consistent with current professional knowledge; 

 Access is the extent to which appropriate and necessary services are available and 
obtainable to meet enrollee needs;6 and  

 Timeliness is the extent to which care and services are provided within the timeframes 
required in the DMA/MCO contract and federal regulations.7  Timely interventions 
improve the quality of care and services provided, as well as enrollee and practitioner 
satisfaction, and are promoted through clinical quality and the continuity and 
coordination of care. 

 

Reviewed Entities 
The CFR describes state responsibilities to ensure a qualified EQRO performs an annual external 
quality review (EQR) for each contracting MCO or PIHP.  DMA contracts with two entities, 
WellPath Select, Inc. (WellPath) and Piedmont Behavioral Health Care (Piedmont).  WellPath, a 
MCO operating in Mecklenburg County, provides services to Medicaid enrollees.  Piedmont, a 
PIHP, provides behavioral health services to Medicaid enrollees in multiple counties throughout 
the state.  Information regarding the two entities follows. 

WellPath Select, Inc. 
WellPath is a regional health care management and benefits company based in North 
Carolina.  WellPath's parent company, Coventry Health Care, is a national managed health 
care company based in Bethesda, Maryland, operating health plans, insurance companies, 

                                                                                                                                                 
4 BBA requirement 42 CFR §438.358(b) (1-3). 
5 Walton M.  The Deming Management Method.  New York:  Putnam Publishing Group; 1986. 
6 National Committee for Quality Assurance.  Standards and Guidelines for the Accreditation of MCO’s. 
Washington DC:  2006. 
7 Ibid. 
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network rental services companies, and worker’s compensation services companies.  
WellPath provides and coordinates medical services for Medicaid enrollees on a full-risk 
capitated basis.  The program, implemented pursuant to title XIX of the Social Security Act, 
the BBA, and Title 42 of the CFR, operates under the Medicaid State Plan in accordance with 
provisions contained in Section 1932 of the Social Security Act.  WellPath subcontracts a 
portion of its work to Employee Health Systems (EHS), including medical management, 
customer services, claims processing and data analysis.  MPRO worked directly with staff 
from both WellPath and EHS for the reviews.  As the prime contractor, WellPath bears 
responsibility for its subcontractors’ compliance with contractual and federal requirements; 
therefore, for the remainder of this ATR, both entities will be referred to as WellPath.  
Additional information regarding WellPath can be found on its website at 
http://www.wellpathonline.com. 

 

Piedmont Behavioral Health Care 
Piedmont began its business as a mental health clinic in the Cabarrus County Health 
Department in 1960.  Piedmont is currently the third largest area program in the state and the 
largest multi-county area program, organized under North Carolina General Statue Chapter 
122C, as a Local Management Entity.  This program offers mental health, developmental 
disabilities, and substance abuse services.  Piedmont serves Cabarrus, Davidson, Rowan, 
Stanly, and Union Counties for a total population of 644,000 people in over 2,459 square 
miles.  Services are provided through a network of provider agencies and licensed 
practitioners located throughout the five counties and under contract with Piedmont.  
Additional information regarding Piedmont can be found on its website at 
http://www.Piedmontcare.org/about.asp. 
 

EQR Methodology 
 
MPRO conducted the activities for the reviews pursuant to a consistent methodology based on the 
CMS protocols.  This methodology included the four steps described below. 
 

STEP 1:  Review DMA Requirements 
MPRO met with DMA and reviewed background materials to confirm DMA’s requirements for 
each MCO/PIHP.  MPRO reviewed the Medicaid Managed Care Risk Contract between DMA 
and WellPath, as well as the Memorandum of Agreements between DMA and Piedmont. 
Specifications for each performance measure, as well as additional PIP policies concerning 
member eligibility, enrollment, report and data file formats, statistical reporting requirements, and 
performance benchmarks were used to develop a clear understanding of requirements to be 
fulfilled by each entity.  
 

STEP 2:  Document Review 
Using the CMS protocols, MPRO identified documents to be reviewed for each activity and sent 
a request for the specific documents to the MCO or PIHP.  Upon receipt of documents in hard 
copy and/or electronic formats, MPRO reviewed all documents checked for completeness.  A 
second notice was then sent to the respective MCO or PHIP requesting missing or additional 
information.  We then performed the desk audit (document review). 

http://www.wellpathonline.com/


The State of North Carolina 
Division of Medical Assistance 
2006 Annual Technical Report 

Chapter 1- Introduction   Page 4 

 
MPRO reviewed policies, procedures, and other documentation related to each Protocol and 
completed related worksheets prior to onsite interviews.  The Protocol worksheets acted as a 
guide to determine the additional information requested to make judgments regarding the validity 
of PIPs, production and calculation of performance measures, and compliance with regulatory 
requirements. 
 

STEP 3:  Onsite Interviews 
Conducting onsite interviews constituted the third step in the review process.  The onsite 
interviews grant an opportunity for the MCO/PIHP representatives to provide additional 
information through questions and answers and presentation of supporting documentation.  Prior 
to the interviews, the agenda for the meetings, worksheets, and a list of questions required to 
complete the analysis were sent to the MCO/PIHP to allow identification of appropriate personnel 
to participate in the onsite interviews. 
 
The interviews occurred at WellPath (Morrisville, North Carolina) on July 20, 2006, and at 
Piedmont (Concord, North Carolina) on August 31, 2006.  The WellPath and Piedmont 
interviews focused on discussions regarding both PIP and Performance Measure validation, as 
well as with the Information System Completeness Assessment (ISCA).   

 

STEP 4:  Report Results 
MPRO recorded results of activities for the protocols using the various worksheets included in the 
CMS protocols.  The worksheets were first completed based on the document review.  These 
interim results were then used to determine discussion areas for the onsite interviews.  
Information collected during the onsite interviews, as well as supplementary documentation 
provided after the onsite interviews, were incorporated into the worksheets.  MPRO provided 
DMA with draft copies of the worksheets, discussed the results, made appropriate adjustments, 
and shared the completed worksheets with WellPath and Piedmont. 
 
PIP Validation Process 
 
MPRO assesses PIPs consistent with ten steps described in the CMS Protocol:  
 

1. Review the selected study topic(s); 
2. Review the study question(s);  
3. Review selected study indicator(s);  
4. Review the identified study population;  
5. Review sampling methods (if sampling was used);  
6. Review the MCO’s data collection procedures; 
7. Assess the MCO’s improvement strategies;  
8. Review data analysis and interpretation of study results;  
9. Assess the likelihood that reported improvement is “real” improvement; and  
10. Assess whether the MCO has sustained its documented improvement. 

 
The CMS guide for scoring overall assessment for the PIPs includes the final ratings of “High 
confidence in reported MCO PIP results,” “Confidence in reported MCO PIP results, ” “Low 
confidence in reported MCO PIP results.” or “Reported MCO PIP results not credible.”   
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PM Validation Process 
 
MPRO’s validation of PMs includes the following activities: 

 Review of the MCO’s data management processes; 
 Evaluation of algorithmic compliance (the translation of captured data into actual 

statistics) with specifications defined by the State; and 
 Verification of either the entire set or a sample of the State-specified performance 

measures to confirm the reported results are based on accurate source information. 
 
There are four possible validation findings for each performance measure as defined below. 
 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications.     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only minor 
deviations that did not significantly bias the reported rate. 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no rate 
was reported, although reporting of the rate was required. 

NA = NOT APPLICABLE       
  Measure was not reported because the MCO/PIHP did not have any Medicaid enrollees 

that qualified for the denominator. 
 

Strengths and Weaknesses 
 
MPRO evaluated WellPath and Piedmont’s PIPs and PMs to determine strengths and weaknesses 
related to the EQR activities.  Strengths indicate the MCO/PIHP excels beyond the requirements, 
exceeding DMA and the enrollees’ expectations of quality care and service.  
 
Weaknesses result any time the MCO/PIHP does not comply with contract or regulatory 
requirements.  Opportunities for improvement and ratings of low confidence or non-compliance, 
are generally the basis for any recommendations. 
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Chapter 2 – WellPath Findings 
 

WellPath Performance Improvement Projects 
MPRO’s validation of PIPs is conducted in a manner consistent with the CMS protocol 
Validating Performance Improvement Projects: A Protocol for Use in Conducting Medicaid 
External Quality Review Activities (Final Version, May 1, 2002).  MPRO evaluated the results 
and integrity of PIPs implemented by WellPath.  WellPath selected the following four study 
topics for PIPs in both 2005 and 2006: 

 
1. Improving Adolescent Immunization Rates; 
2. Improving Initial Health Assessment Rates; 
3. Improving Lead Screening Rates; and 
4. Improving Health Check Screening Rates. 

 

2005 Corrective Action 
The findings from the 2005 Validation of WellPath’s PIPs demonstrated certain areas did not 
meet compliance with the standards and requirements specified by the CMS protocols.  MPRO’ 
submitted three recommendations for WellPath: 
 

1. Fully document each PIP consistent with the CMS Protocol and submit results to DMA in 
a document separate from the MCO’s annual report to DMA; 

2. Implement the CMS 10-step methodology for conducting PIPs as referenced in the CMS 
Protocol; and 

3. Submit a corrective action plan (CAP) to include: 

 the steps required to implement the CMS 10-step methodology for 
conducting the PIP; 

 the name of each person responsible for the action steps; 

 the date the action steps are to occur; and 

 the method of monitoring the CAP, such as updates given at the quarterly 
meetings (QM) with DMA, WellPath, and MPRO.   

 
MPRO also recommended the CAP be included in the MCO’s Quality Improvement (QI) Work 
Plan for the year.  Both DMA and MPRO approved WellPath’s submitted CAP. 
 

2006 Validation of PIPs 
The review was conducted using both document review and onsite interviews.  The onsite 
interviews were conducted at WellPath in Morrisville, North Carolina, on July 20, 2006. 
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MPRO’s findings after the initial desk review indicated a “Low Confidence” rating for all four 
PIPs.  During the onsite visit, MPRO provided technical assistance to WellPath regarding the 
development and documentation of its PIPs.  On July 24, 2006, WellPath submitted updated PIP 
reports.  MPRO noted improvement in two PIPs, and the final findings are summarized in Table 1 
below:8 
 

Table 1.  Summary of 2006 WellPath PIP Findings 

Study Topic Findings 
Improving Adolescent Immunization Rates Confidence in reported MCO PIP results. 
Improving Initial Health Assessment Rates Low confidence in reported MCO PIP 

results. 
Improving Lead Screening Rates Confidence in reported MCO PIP results. 
Improving Health Check Screening Rates Low confidence in reported MCO PIP 

results. 
 

Strengths and Weaknesses 
Strengths 

Although WellPath continues to work on PIP topics designed to increase the likelihood 
that enrollees will have desired health outcomes, the documentation of the PIPs did not 
demonstrate these programs or documentation as such excel beyond the requirements.  
MPRO did not discover any strengths. 

 
Weaknesses 

WellPath had two PIP findings of low confidence levels.  Although WellPath reported on 
the same four PIPs as in 2005 and were given recommendations and technical assistance 
in 2005 and 2006, the submitted reports did not meet full compliance with the CMS 
protocols.   

Recommendations 
MPRO recommends the following for WellPath by PIP study topic: 
 
Improving Adolescent Immunizations Rates 

 Establish a performance goal that exceeds, not meets current rate; 
 Include information regarding the numerator and denominator, measurement period, the 

sources and codes used to pull the data; 
 Provide information that indicators are related to identified health care guidelines and 

whether the study indicators have been piloted or field-tested; 
 Explain HEDIS 2006 specifications;  
 Include information to define the numerator for exclusions for “documented illness”; 
 Include the method of data collection from administrative and encounter data, i.e., codes 

used and measurement cycle; 
 Include additional interventions targeted to increase physician compliance; and 
 Provide documented statistical evidence that performance improvement is true 

improvement. 
 

                                                 
8 The final PIP report can be found in Appendix A. 
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Improving Initial Health Assessment Rates 
 Clarify the initial statement regarding the DMA Measure Initial Health Assessment 

(IHA) process; 
 Include a narrative statement indicating the study population includes members with 

special health care needs; 
 Clearly define the study indicators in the study description; and explain the indicators 

will measure changes in health status of the study population in both quantitative and 
qualitative terms; 

 Provide information regarding the relationship between the study indicators and 
established health care guidelines; 

 Provide information regarding how increasing the number of members who have an 
initial health risk assessment will improve clinical outcomes; 

 Discuss limitations on data collection that may skew the results; 
 Include a degree estimation regarding completeness of the automated data used for the 

PIP study indicators; 
 Document a data analysis plan, including the results of the comparison of measurement 

year 2003, 2004, and 2005; 
 Identify the individual responsible for the analysis of the data; 
 Monitor outcomes at least quarterly and identify the total number of newly identified 

members reported to providers and calculate the number of members who did not have an 
initial health assessment performed;   

 Include total outreach calls made in September 2005 to substantiate the claim that 
intervention resulted in an increase of percent of new members who received IHA within 
90 days from 27% to 81% in one quarter; 

 Provide a detailed analysis, including data to support the reported increase in IHAs within 
90 days of enrollment; 

 Provide factors that may affect the internal and external validity of the results; 
 Expand the narrative to quantify the extent of the improvement and the follow-up 

activities; and 
 Verify repeat measurements demonstrate the initial study findings. 

 
Improving Lead Screening Rates 

 Expand the description of WellPath’s declining trend and demonstrate with relevant and 
specific relevant data how the 2003 rates for Lead Screening decreased by 5.8%; 

 Provide information indicators are related to identified health care guidelines; 
 Provide information regarding limitations on data collection that may skew the results; 
 Explain methods for measurement of member satisfaction; 
 Include the size of the measurement year 2005 study population in the narrative; 
 Elaborate the methods by which the data analysis will be performed, barrier 

identification; 
 Identify the individual responsible for the data analysis; and 
 Identify the number of newsletters distributed to providers. 

 
Improving Health Check Screening Rates 

 Implement additional interventions in 2006 to improve outcomes; 
 Monitor progress on a quarterly basis, rather than annually, to allow interventions to be 

implemented as indicated;  
 Provide information on baseline data used to determine rationale/relevance to the 

membership;     
 Include a statement indicating the study population includes members with special health 
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care needs;    
 Provide information that indicators are related to identified health care guidelines and 

whether the study indicators have been piloted or field-tested; 
 Provide information regarding limitations on data collection that may skew the results; 
 Determine whether the indicator requires explicit or implicit criteria, i.e., parental refusal 

to have screening performed; 
 Indicate the roles and responsibilities of staff member in the data collection process 

correlating with his/her experience; and 
 Expand the narrative to include a detailed analysis of the data, in addition to the study 

results and barriers. 
 
Since the contract between DMA and WellPath terminated effective July 31, 2006, DMA 
provided WellPath the option to submit a CAP.  WellPath chose to accept these reports as final 
without further corrective action. 

WellPath Performance Measures 
MPRO conducts Validation of PMs is conducted using the CMS protocol Validating 
Performance Measures: A Protocol for Use in Conducting Medicaid External Quality Review 
Activities.   MPRO validated the same four performance measures in 2005 and 2006. 9  The 
measure topics were:   
 

1. New Member Health Assessment for Pregnant Females;  
2. Children with Special Health Care Needs (CSHCN) Assessment;  
3. Sterilizations Paid by Plan; and  
4. Hysterectomies Paid by Plan. 

2005 Corrective Action 
The 2005 review disclosed that for both the “Hysterectomies Paid by Plan” and “Sterilizations 
Paid by Plan” measures reporting was based on received date versus paid date. MPRO advised 
WellPath to correct these data fields to paid dates.  DMA and MPRO approved WellPath’s CAP. 
 

2006 Validation PMs 
 
The PM review was performed in two steps.  The first step was a desk review of documents 
submitted to MPRO by WellPath on July 1, 2006.  For the second step, MPRO and State 
representatives met at WellPath for a face-to-face assessment of its compliance to the regulatory 
requirements.  The onsite visit occurred on July 20th, 2006.  During the onsite review, WellPath 
provided additional clarification and information related to the PMs, as well as its information 
systems capabilities.   
 
The WellPath PM validation findings are outlined in Table 2: 

                                                 
9 The final PM report can be found in Appendix B. 
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Table 2.  Summary of 2005 WellPath PM Validation Findings 

Measure Findings 
New Member Health Assessment (Pregnant 
Females) 

FC - Measure was fully compliant with DMA 
specifications. 

CSHCN Assessment FC - Measure was fully compliant with DMA 
specifications. 

Sterilizations Paid By Plan FC - Measure was fully compliant with DMA 
specifications. 

Hysterectomies Paid By Plan FC - Measure was fully compliant with DMA 
specifications. 

 
MPRO also determined all documentation relating to the Information Systems Capabilities 
Assessment were satisfactory.   

Strengths and Weaknesses 
Strengths 

WellPath has effectively utilized the DMA specifications for each measure to produce 
performance measure report specification sheets.  These sheets indicate the contract 
specifications, as well as the queries used to aggregate data and determine numerator and 
denominator hits.  Demographics, including age, sex, and Medicaid enrollment were 
consistent throughout all queries for each PM. 
 
WellPath was able to apply denominator exclusion criteria where applicable, such as for 
the CSHCN Assessment PM.  WellPath documented the process for determining a child 
with special health care needs using the DMA/MCO CSHCN Assessment form indicated 
in the Case Management policy #UR-277.3.  Special health care needs were categorized 
as clinical diagnoses; non-clinical diagnoses would not be included in the denominator. 
 
Numerators were appropriately identified and met all time limitations such as within 15 
business days after enrollment described in the New Member Health Assessment 
(Pregnant Females) measure. 
 
All documentation relating to the ISCA was determined to be satisfactory. 

 
Weaknesses 

MPRO did not note any weaknesses, as all PMs met full compliance with DMA 
specifications. 

Recommendations 
Since all performance measures met full compliance with DMA specifications, MPRO made no 
recommendations for WellPath.  
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Chapter 3 – Piedmont Findings 
 

Piedmont Regulatory Compliance 

2005 Corrective Action 
In 2005, MPRO conducted a regulatory compliance review of Piedmont using the CMS protocol 
Monitoring Medicaid Managed Care Organizations (MCOs) and Prepaid Inpatient Health Plans 
(PIHPs):  A protocol for Determining Compliance with Medicaid Managed Care Proposed 
Regulations at 42 CFR Parts 400, 430, et al. (Final Protocol Version 1.0, February 11, 2003).  
The review assessed Piedmont’s compliance with federal requirements and DMA regulatory 
requirements, and was performed using document review and onsite interviews.  The onsite 
interview was held at Piedmont in Concord, North Carolina on August 25, 2005.  The final results 
of this review indicate Piedmont did not meet full compliance in certain areas.  MPRO 
recommended the following: 

 Develop priorities and a timetable for the preparation of remaining procedures that are 
necessary to meet compliance requirements, and have those procedures approved on an 
accelerated basis;   

 Ensure procedures related to enrollee rights provide that enrollees are aware translation 
services are available free of charge; 

 Expand written information to include distribution of guidelines to enrollees and 
providers;  

 Document the methods and study design employed for developing access and availability 
studies; 

 Include all timelines for UM decisions in applicable procedures; 

 Ensure that Utilization Management (UM) Coordinators advise enrollees of eligibility for 
second opinions; 

 Ensure the number of days for notifications on reductions, denials or terminations of 
service meet regulatory requirements; and 

 Ensure the Notice of Action procedure meets the “no less than 20 days” filing 
requirements; 

 
MPRO received and reviewed the requested CAP documents; the documents were determined to 
be complete and accurate.  On March 30, 2006, MPRO sent Piedmont a letter indicating they 
were in full compliance.  A follow-up compliance review will be completed in 2008. 
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Piedmont Performance Improvement Projects 
Using the CMS protocol Validating Performance Improvement Projects:  A Protocol for Use in 
Conducting Medicaid External Quality Review Activities, MPRO validated the following two 
PIPS: 10 
 

1. Improving Resolution of Complaints within Established Guidelines; and  
2. Improving Coordination of Care and Reducing Recidivism Rates in State Facilities. 

 
The review was performed in four steps.   The first step was a desk review of documents 
submitted to MPRO by Piedmont on August 1, 2006.  For the second step, MPRO and State 
representatives met at Piedmont for a face-to-face assessment of its compliance with the 
regulatory requirements on August 31, 2006.  Following the onsite, DMA agreed to allow 
Piedmont to re-submit the PIPs for additional desk evaluation (step three). The results of this 
review showed the following findings: Improving resolution of complaints within established 
guidelines- Confidence in reported MCO PIP results and Improving Coordination of Care and 
Reducing Recidivism Rates in State Facilities- Low Confidence in reported MCO PIP results.  
Then as suggested by MPRO, Piedmont submitted a corrective action plan with updated PIP 
reports on October 31, 2006. MPRO reviewed these PIPs and the findings contained within 
this report reflect the submitted changes. 
 

The findings from the validation of the final amended PIPs are outlined in Table 3: 
 

Table 3.  Summary of 2005 Piedmont PIP Validation Findings 

Study Topic Findings 
Improving Resolution of Complaints within 
Established Guidelines 

Confidence in reported MCO PIP results. 

Improving Coordination of Care and Reducing 
Recidivism Rates in State Facilities 

Low Confidence in reported MCO PIP results.  
  
11/06/06 Amended: 
Confidence in reported MCO PIP results. 

 

Strengths and Weaknesses 
Strengths 

Piedmont successfully updated the Improving Resolution of Complaints within 
Established Guidelines report and the Improving Coordination of Care and Reducing 
Recidivism Rates in State Facilities in accordance with MPRO’s recommendations.  The 
updates included evidence of topic selection, appropriate study questions, measurable 
indicators, clearly specifying the data to be collected, the source of the data, and 
interventions to be performed described in chronological order.  Piedmont also, as part of 
the CAP, updated the reports using a narrative format. 
 

Weaknesses 
Although Piedmont did submit a CAP with updated PIP reports which were in full 
compliance, Piedmont did not initially follow the recommendations made by MPRO 
during the desk reviews and the onsite visit.  
 

                                                 
10 The Final Amended PIP report can be found in Appendix C. 
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Recommendations 
MPRO recommends Piedmont continue to use the CMS protocols for developing and updating 
their PIP reports.  All final reports should be in a narrative format. 
 
. 

Piedmont Performance Measures 
MPRO validated Piedmont’s PMs using the CMS protocol Validating Performance Measures: A 
Protocol for Use in Conducting Medicaid External Quality Review Activities.  MPRO validated 
seven performance measures: 11 
 

1. Follow-up After Hospitalization for Mental Illness;  
2. Mental Health Utilization;  
3. Chemical Dependency Utilization;  
4. Number of Consumers Moved from Institutional Care to Community Care;  
5. Initiation and Engagement of Alcohol and Other Drug Dependence Treatment;  
6. Utilization Management of the Provision of High Use Services; and  
7. Complaints/Grievances/Appeals. 

 
The review was performed in three steps.  The first step was a desk review of documents 
submitted to MPRO by Piedmont on July 31st, 2006.  For the second step MPRO and State 
representatives met at Piedmont for a face-to-face assessment of its compliance to the regulatory 
requirements.  The onsite visit occurred on August 31st, 2006.  During the onsite review, 
Piedmont provided clarification and information relative to the PMs, as well as its information 
systems capabilities.  For the third step, Piedmont supplied MPRO with additional information 
on September 18th as follow-up to questions from the onsite review. 
 

Summary of Findings 
On October 26, 2006 MPRO, Piedmont, and DMA had a conference call and Piedmont indicated 
that members cannot be disenrolled.  Because of this, two of the performance measures were 
updated to “Full Compliance”.  The findings of the performance measure validation activity are 
now as follows: 
 
The findings of the performance measure validation are outlined in Table 4: 
 
 
 
 
 
 
 
 
 
 

                                                 
11 The Final Amended PM report can be found in Appendix D. 
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Table 4.  Summary of 2006 Piedmont PM Validation Findings 

Measure Findings 
Follow-up After Hospitalization for 
Mental Illness 

SC - Measure was substantially compliant with DMA 
specifications and had only minor deviations that did not 
significantly bias the reported rate. 
 
10/26/06 Amended: 
FC - Measure was fully compliant with DMA 
specifications. 

Mental Health Utilization FC - Measure was fully compliant with DMA 
specifications. 

Chemical Dependency Utilization FC - Measure was fully compliant with DMA 
specifications. 

Number of Consumers Moved from 
Institutional Care to Community Care 

FC - Measure was fully compliant with DMA 
specifications. 

Initiation and Engagement of Alcohol 
and Other Drug Dependence 
Treatment 

SC - Measure was substantially compliant with DMA 
specifications and had only minor deviations that did not 
significantly bias the reported rate. 
 
10/26/06 Amended: 
FC - Measure was fully compliant with DMA 
specifications. 

Utilization Management of the 
Provision of High Use Services 

FC - Measure was fully compliant with DMA 
specifications. 

Complaints/Grievances/Appeals FC - Measure was fully compliant with DMA 
specifications. 

 

Strengths and Weaknesses 
Strengths 

Piedmont has effectively utilized the DMA specifications for each measure to produce 
compliant performance measure reports.  Each report accurately documents denominator 
population specifications and numerator specifications.  All performance measures are 
calculated using administrative data.  Sampling is not used for any PMs. 
 

 
Weaknesses 

All PMs were biased due to under-reporting, although the percentage of incomplete data 
is insignificant.  

Recommendations 
For future performance measure reporting, MPRO recommends that Piedmont develop a 
mechanism to differentiate between its Medicaid and State-funded enrollees in its databases.  This 
will allow the ability to improve the functionality of its reporting capabilities and to track 
continuous enrollment as it relates to specific performance measures. 
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Appendix A – WellPath Performance Improvement Project Validation Report 
 
Introduction 
MPRO conducted an independent external quality review of WellPath Select, Inc. in accordance 

with the Balanced Budget Act of 1997.  The primary purpose of the audit was to validate 

WellPath’s performance improvement projects (PIPs). The results of this audit are written in this 

report.  

 

The review was performed in three steps.   The first step was a desk top review of documents 

submitted to MPRO by WellPath on July 1, 2006.  The second step occurred when MPRO along 

with State representatives met at WellPath for a face to face assessment of their compliance to the 

regulatory requirements.   The onsite visit occurred on July 20th, 2006.   Following the onsite, 

DMA agreed to allow WellPath to re-submit the PIPs along with greater narrative detail for 

additional desk evaluation.  MPRO reviewed these PIPs and the findings contained within this 

report reflect the submitted changes. 

 

MPRO validated four PIPS:  Improving Adolescent Immunization Rates, Improving Initial Health 

Assessment Rates, Improving Lead Screening Rates, and Improving Health Check Screening 

Rates.  The findings are as follows: 

 
Study Topic Findings 

Improving Adolescent Immunization Rates Confidence in reported MCO PIP results. 

Improving Initial Health Assessment Rates Low confidence in reported MCO PIP results. 

Improving Lead Screening Rates Confidence in reported MCO PIP results. 

Improving Health Check Screening Rates Low confidence in reported MCO PIP results. 
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NORTH CAROLINA 2006 EXTERNAL QUALITY REVIEW 
PERFORMANCE IMPROVEMENT PROJECT VALIDATION 

 
Date(s) of evaluation:  7/5/06 and 7/27/06 
On-site Review: 7/20/06 
Final Report: 8/31/06 

 
Demographic Information  

MCO Name:  WellPath Select, Inc. 
Name of Performance Improvement Project: Improving Adolescent Immunization Rates  
Dates of Study Period: 1/1/2005 – 1/31/2006 
Documents Reviewed: Conducting Performance Improvement Project 

Worksheet – Improving Adolescent 
Immunizations Rates  

 

Type of Delivery System (check all that are applicable) 

 Staff Model  MCO Number of Medicaid Enrollees in MCO 
or PIHP:  

8385 

 Network  PIHP Number of Medicare Enrollees in MCO 
or PIHP:  

 

 Direct IPA  Number of Medicaid Enrollees in Study:  212  

 IPA 
Organization 

 Total Number of MCO or PIHP 
Enrollees in Study:  

 

    

Number of MCO/PIHP primary care physicians: 34 

Number of MCO/PIHP specialty physicians: 174 

Number of physicians in study: 34 
 
I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  

Component/Standard  Y N N/A Comments  
1.1- Was the topic selected through 

data collection and analysis of 
comprehensive aspect of enrollee 
needs, care and services?  

   The clinical topic “Improving 
Adolescent Immunization Rate” was 
selected for WellPath’s targeted 
improvement project.   Need to state 
in more detail the rate of increase 
that was referenced in the NCQA 
State Of Health Care Quality 2005 
report.  Define the immunization rates 
for WellPath and compare to industry 
standard benchmarks. Need to 
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I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  

Component/Standard  Y N N/A Comments  
define the performance goals for 
2004 and 2005 set by the Quality 
Management Committee.  
072706 Rate of increase as stated in 
the NCQA State of Health Care 
Quality report and WellPath’s rates 
are now included.  Recommend 
establishing a performance goal that 
exceeds, not meets current rate.  

1.2- Did the MCO’s PIPs over time 
address a broad spectrum of key 
aspects of enrollee care and 
services?   

   Unable to determine if over time the 
PIP will address key aspects of care 
and services. 
072706 The required information is 
now included.  

1.3- Did the MCO’s PIPs over time 
include all enrolled populations; 
i.e., did not exclude certain 
enrollees such as those with 
special health care needs?  

   The entire population of members 
age 13 was used for this study 
including children with special needs.  
072706 This information was 
removed from the PIP but needs to 
be included in the current version.  

 
 
Step 2: REVIEW THE STUDY QUESTION(S)  

Component/Standard  Y N N/A Comments  
2.1- Was/were the study question(s) 

stated clearly in writing? 
   The study question as stated asks, 

“Have all adolescent member 
received the recommended 
immunizations by their 13th 
birthday?” Recommend re-wording 
the study question to indicate what 
impact the interventions will have on 
the rate of immunizations for 
adolescents.   Need to determine a 
study goal.     
072706 Study question still needs to 
be clarified i.e., Does doing “actions” 
improve the percentage of 
adolescents who receive a Hepatitis 
B and a second dose of MMR by 
their 13th birthday?  
The study goal is identified which is 
to improve adolescent immunization 
rates so that they meet or exceed 
DMA benchmarks for Combination 1 
and 11.   Recommend establishing a 
goal that exceeds benchmark only.  
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Step 3: REVIEW SELECTED STUDY INDICATOR(S)  
Component/Standard  Y N N/A Comments  

3.1- Did the study use objective, 
clearly defined, measurable 
indicators?  

   The study description does not clearly 
define the study indicators or how they 
will measure changes in health status of 
the study population in quantitative and 
qualitative terms.  Need to specify the 
use of a HEDIS performance measure 
as an indicator.  
072706 Suggest including information on 
the numerator and denominator, 
measurement period, the sources and 
codes used to pull the data. 

3.1(a) – Was/were the indicator(s) 
related to identified health 
care guidelines pertinent 
to the study question? 

   Need to provide information that 
indicators are related to identified health 
care guidelines and if the study 
indicators have been piloted or field-
tested.  

3.1(b) – Was this an important 
aspect of care to monitor 
that made a difference to 
the MCO’s / PIHP’s 
beneficiaries? 

   Need to provide information on how 
improving adolescent immunization 
status will impact outcomes of care.    
072706 The required information is now 
provided. 

3.1(c) – Were the data available 
either through 
administrative data, 
medical records or other 
readily accessible 
sources? 

   Need to provide information on the data 
sources. 

3.1(d) – Did limitations on the ability 
to collect the data skew 
the results? 

   Need to provide information on 
limitations on data collection that may 
skew the results.  

3.1(e) – Did these indicators require 
explicit or implicit criteria? 

   Unable to determine if indicator requires 
explicit or implicit criteria, i.e., refusal by 
parents to have a child immunized or 
medical contraindications for receiving 
immunizations.   

3.2- Did the indicators measure 
changes in health status, 
functional status, or enrollee 
satisfaction, or processes of 
care with strong associations 
with improved outcomes?  

   Need to expand the narrative to include 
what improved member outcomes the 
indicators measure.  
072706 The required information is now 
provided 
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Step 4: REVIEW THE IDENTIFIED STUDY POPULATION  

Component/Standard  Y N N/A Comments  
4.1- Did the MCO clearly define all 

Medicaid enrollees to whom the 
study question and indicators are 
relevant?  

   Need to quantify the at risk 
population. No information is given 
on continuous enrollment 
requirements 
072706 The required information is 
now provided. 

4.2- If the MCO studied the entire 
population, did its data collection 
approach capture all enrollees to 
whom the study question applied?  

   The entire population of members 
age 13 were used in the study.   
Need to explain HEDIS 2006 
specifications.  Need to include 
information for defining the 
numerator for exclusions for 
“documented illness”.   

 
Step 5: REVIEW SAMPLING METHODS  

Component/Standard  Y N N/A Comments  
5.1- Did the sampling technique 

consider and specify the true (or 
estimated) frequency of 
occurrence of the event, the 
confidence interval to be used, and 
the margin of error that will be 
acceptable?  

   All members in the study age range 
were used.   No sampling techniques 
were employed. 

5.2- Did the MCO employ valid sampling 
techniques that protected against 
bias?   

Specify the type of sampling or census 
used:  

    

5.3- Did the sample contain a sufficient 
number of enrollees?  

    

 
 
Step 6: REVIEW DATA COLLECTION PROCEDURES  

Component/Standard  Y N N/A Comments  
6.1- Did the study design clearly specify 

the data to be collected?    
   The study  needs to specify what 

data is to be collected.  The study 
references 2006 HEDIS technical 
specifications but does not explain 
these requirements.   
072706 Reference to the 2006 
HEDIS technical specifications has 
been removed. 

6.2- Did the study design clearly specify 
the sources of data?  

   Need to expand the narrative that 
describes the data sources, i.e., 
where  are the medical records 
located, i.e.,   Primary or Specialty 
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Step 6: REVIEW DATA COLLECTION PROCEDURES  
Component/Standard  Y N N/A Comments  

Provider office locations.   Specify 
the date ranges for collecting the 
data. 
072706 The narrative has been 
expanded to include the required 
additional information.  

6.3- Did the study design specify a 
systematic method of collecting 
valid and reliable data that 
represents the entire population to 
which the study’s indicators apply? 

   Need to explain the systematic 
method of data collection.   
072706 The required additional 
information has been provided.  

6.4- Did the instruments for data 
collection provide for consistent, 
accurate data collection over the 
time periods studied?  

   State overall results of the HDC 
audit. WellPath uses both an 
automated data collection process as 
well as a manual process. Explain 
the degree of completeness of the 
data from using these methods.    
072706 The required additional 
information has been provided and 
identifies that the process is 
monitored through a certified HEDIS 
auditor.   

6.5- Did the study design prospectively 
specify a data analysis plan?  

   The study needs to describe a data 
analysis plan.   
072706 HEDIS data collection 
process is described in the narrative.  
Need to include how the data is 
collected from administrative and 
encounter data, i.e., codes used and 
measurement cycle.   

6.6- Were qualified staff and personnel 
used to collect the data?  

   Need to indicate the experience and 
qualifications of the personnel used 
to collect the data.  Explain the 
relationship between WellPath and 
Coventry staff for the medical record 
abstraction process.  
072706 Recommend Including on 
page 6 who analyses the collected 
data.   
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Step 7: ASSESS IMPROVEMENT STRATEGIES  

Component/Standard  Y N N/A Comments  
7.1- Were reasonable interventions 

undertaken to address 
causes/barriers identified through 
data analysis and QI processes 
undertaken?   

   Need to clarify why a low number of 
outreach calls were placed 3/05- 
6/05.   
072706 The required additional 
information is provided to quantify 
the number of outreach calls made.   
Still need to include additional 
interventions targeted to increase 
physician compliance. 
    

 
Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS  

Component/Standard  Y N N/A Comments  
8.1- Was an analysis of the findings 

performed according to the data 
analysis plan?  

   Need to provide an explanation on 
how the analysis was performed.  
Need to quantify the improvement. 
072706 The required additional 
information has been provided. 

8.2- Did the MCO present numerical 
PIP results and findings accurately 
and clearly?  

   Tables are missing the denominator 
data. 
072706 The required additional 
information has been added. 

8.3- Did the analysis identify: initial and 
repeat measurements, statistical 
significance, factors that influence 
comparability of initial and repeat 
measurements, and factors that 
threaten internal and external 
validity?  

   Need to expand the narrative to 
describe how the analysis was 
performed.  
072706 The required additional 
information has been provided.  

8.4- Did the analysis of study data 
include an interpretation of the 
extent to which its PIP was 
successful and the follow-up 
activities?  

   Need to provide information as to the 
extent of the improvement and the 
follow up activities.   
072706 The required additional 
information has been provided.  

 
 
Step 9: ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT  

Component/Standard  Y N N/A Comments  
9.1- Was the same methodology as the 

baseline measurement used, 
when measurement was 
repeated?  

   Unable to determine from narrative. 
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Step 9: ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT  

Component/Standard  Y N N/A Comments  
9.2- Was there any documented, 

quantitative improvement in 
processes or outcomes of care?  

   Unable to determine if the 
documented improvement was due 
to improvement of processes or 
outcomes of care. 
072706 Improvement in 
immunization rates now is noted as 
due to improved outcomes of care.    

9.3- Does the reported improvement in 
performance have “face” validity; 
i.e., does the improvement in 
performance appear to be the 
result of the planned quality 
improvement intervention?  

   Unable to determine if the 
interventions impacted performance.  

9.4- Is there any statistical evidence 
that any observed performance 
improvement is true improvement? 

   Need to indicate why the Z-test was 
used. According to the study, the Z-
test statistical analysis confirms 
significant improvement based on the 
results.   
 
072706 Reference to Z-test has been 
removed.  Need to provide 
documented statistical evidence that 
performance improvement is true 
improvement.  

 
 
Step 10: ASSESS SUSTAINED IMPROVEMENT  

Component/Standard  Y N N/A Comments  
10.1- Was sustained improvement 

demonstrated through repeated 
measurements over comparable 
time periods?  

   Need to add outcomes of repeated 
measurements as performed.    
072706 Unable to determine at this 
time if sustained improvement will be 
demonstrated over comparable time 
periods.   

 
 
ACTIVITY 2. VERIFYING STUDY FINDINGS (OPTIONAL)  

Component/Standard  Y N N/A Comments  
1.    Were the initial study findings 

verified upon repeat 
measurements?  

   Insufficient information given to verify 
that the initial study findings were 
found on repeat measurements.   
072706 The study is audited to verify 
results.   
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ACTIVITY 3. EVALUATE OVERALL VALIDITY AND RELIABILITY OF STUDY RESULTS: 

SUMMARY OF AGGREGATE VALIDATION FINDINGS AND SUMMARY 
As currently written, the PIP does not give enough information to evaluate the validity and reliability 
of the study.  
072706 Although the PIP is written in greater detail there are still opportunities for improvement. 

 Y N N/A  RECOMMENDATIONS 
Totals 17 13 3  Establish a performance goal that exceeds, not meets 

current rate. 
 Include information on the numerator and denominator, 

measurement period, the sources and codes used to pull 
the data. 

 Provide information that indicators are related to identified 
health care guidelines and if the study indicators have been 
piloted or field-tested. 

 Explain HEDIS 2006 specifications.  
 Include information for defining the numerator for exclusions 

for “documented illness”.  
 Include how the data is collected from administrative and 

encounter data, i.e., codes used and measurement cycle.   
 Include additional interventions targeted to increase 

physician compliance. 
 Provide documented statistical evidence that performance 

improvement is true improvement. 
Check one:  High confidence in reported MCO PIP results   

 Confidence in reported MCO PIP results. 
 Low confidence in reported MCO PIP results  
 Reported MCO PIP results not credible  
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NORTH CAROLINA 2006 EXTERNAL QUALITY REVIEW 
PERFORMANCE IMPROVEMENT PROJECT VALIDATION 

 
Date(s) of evaluation:  7/5/06 and 7/27/06 
On-site Review: 7/20/06 
Final Report: 7/31/06 

 
Demographic Information  

MCO Name:  WellPath Select, Inc. 
Name of Performance Improvement Project: Improving Initial Health Assessment Rates 
Dates of Study Period: 1/1/2005 – 1/31/2006 
Documents Reviewed: Conducting Performance Improvement  

Initial Health  Assessment Rates  
 

Type of Delivery System (check all that are applicable) 

 Staff Model  MCO Number of Medicaid Enrollees in MCO or PIHP:  8135 

 Network  PIHP Number of Medicare Enrollees in MCO or PIHP:   

 Direct IPA  Number of Medicaid Enrollees in Study:  1251 

 IPA 
Organization 

 Total Number of MCO or PIHP Enrollees in 
Study:  

 

    

Number of MCO/PIHP primary care physicians: 34 

Number of MCO/PIHP specialty physicians: 174 

Number of physicians in study: 34 
 
I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  

Component/Standard  Y N N/A Comments  
1.1 – Was the topic selected through 

data collection and analysis of 
comprehensive aspect of enrollee 
needs, care and services?  

   The clinical topic “Improving Initial 
Health Assessment Rates” was 
selected for WellPath’s targeted 
improvement project.   A component 
of this process is accessing care.  
The narrative describes that the 
study is based on patterns of 
inappropriate utilization (ER use 
rates) and DMA contract 
requirements.  Although these factors 
are important to operations, the study 
needs to focus on important aspects 
of members care such as improved 
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I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  

Component/Standard  Y N N/A Comments  
preventive measures as a result of 
having an initial Health Risk 
Assessment performed.   Suggest 
doing a literature review to support 
the selection of the topic.  Need to 
clarify why a decrease from MY 2003 
reporting rate is used and not a more 
recent reporting date. Need to 
explain in more detail how the data 
was collected in the study selection 
process. 
072706   The required additional 
information was provided on why the 
study topic was selected and how it 
relates to clinical outcomes.    MY 
2003 is now referenced as the 
baseline year.  

1.2 – Did the MCO’s PIPs over time 
address a broad spectrum of key 
aspects of enrollee care and 
services?   

   The PIP spans a one-year time frame 
and includes all new enrollees who 
had no previous PCP relationships or 
chose a new PCP and received an 
initial health assessment within 90 
days of enrollment. 
Recommend clarifying the initial 
statement about the DMA Measure 
Initial Health Assessment (IHA) 
process.  For instance, by tabulating 
the number of completed 
assessments, WellPath will be able 
to determine compliance rates.  

1.3 – Did the MCO’s PIPs over time 
include all enrolled populations; 
i.e., did not exclude certain 
enrollees such as those with 
special health care needs?  

   The entire population was used for 
the study including members with 
special health care needs.   
072706 The above statement was 
removed in the second draft.  The 
narrative needs to include a 
statement that the study population 
includes members with special health 
care needs. 

 
Step 2: REVIEW THE STUDY QUESTION(S)  

Component/Standard  Y N N/A Comments  
2.1 – Was/were the study question(s) 

stated clearly in writing? 
   The study question: “Did new 

members to the plan have an initial 
health assessment visit with their 
PCP within 90 days of notification?” 
is clear, simple and answerable. 
Suggest rewording the question to 
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Step 2: REVIEW THE STUDY QUESTION(S)  
Component/Standard  Y N N/A Comments  

indicate whether the interventions 
will have an impact on the outcomes 
of care. 
072706 Study question now includes 
the impact of the interventions on 
outcomes of care.  

 
Step 3: REVIEW SELECTED STUDY INDICATOR(S)  

Component/Standard  Y N N/A Comments  
3.1 – Did the study use objective, 

clearly defined, measurable 
indicators?  

   The MCO must document the basis 
on which it has adopted an indicator 
citing research, guidelines analysis 
and other valid sources. The project 
lacks the necessary research and 
documentation to support the 
selection of the study indicator. 
The study description does not 
clearly define the study indicators or 
how they will measure changes in 
health status of the study population 
in quantitative and qualitative terms. 
Need to determine the goals of the 
study. 
072706 The goal of the study now is 
identified to improve the MY 2004 
rate by 5 percentage points. Other 
noted deficiencies remain.   

3.1(a) – Was/were the indicator(s) 
related to identified health 
care guidelines pertinent to 
the study question? 

   Need to provide information on how 
the indicators are related to 
established health care guidelines 
and if the study indicators have been 
piloted or field-tested.   

3.1(b) – Was this an important aspect of 
care to monitor that made a 
difference to the MCO’s / 
PIHP’s beneficiaries? 

   Need to provide information on how 
increasing the number of members 
who have an initial health risk 
assessment will improve clinical 
outcomes. 

3.1(c) – Were the data available either 
through administrative data, 
medical records or other 
readily accessible sources? 

   Need to provide information on the 
data sources. 
072706 The data source has now 
been identified as claims.  

3.1(d) – Did limitations on the ability to 
collect the data skew the 
results? 

   Need to provide information on 
limitations on data collection that 
may skew the results. 

3.1(e) – Did these indicators require 
explicit or implicit criteria? 

   Unable to determine if indicators 
require explicit or implicit criteria. 
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Step 3: REVIEW SELECTED STUDY INDICATOR(S)  
Component/Standard  Y N N/A Comments  

3.2 – Did the indicators measure 
changes in health status, 
functional status, or enrollee 
satisfaction, or processes of care 
with strong associations with 
improved outcomes?  

   The indicator is a process measure.  
Strong clinical evidence is needed 
linking the process being measured 
to the desired outcomes. 
 
Need to identify how WellPath will 
measure member satisfaction?  
072706 The process to measure 
member satisfaction is identified in 
Section 6 but also needs to be 
included in Section 3.  

 
 
Step 4: REVIEW THE IDENTIFIED STUDY POPULATION  

Component/Standard  Y N N/A Comments  
4.1 – Did the MCO clearly define all 

Medicaid enrollees to whom the 
study question and indicators are 
relevant?  

   The narrative needs to define the 
members to whom the study question 
and indicators are relevant?  Does 
the study include adults, children and 
infants ages 0-21? 
072706 The narrative now states 
there are no age restrictions for the 
study population and includes all new 
enrollees who meet the enrollment 
criteria.   

4.2 – If the MCO studied the entire 
population, did its data collection 
approach capture all enrollees to 
whom the study question applied?  

   Due to the capitation payment 
structure of PCPs and the quality of 
encounter documentation, the study 
reports incomplete encounter data 
that would include reporting on initial 
health assessments. 

 
 
Step 5: REVIEW SAMPLING METHODS  
 

Component/Standard  Y N N/A Comments  
5.1 – Did the sampling technique 

consider and specify the true (or 
estimated) frequency of 
occurrence of the event, the 
confidence interval to be used, and 
the margin of error that will be 
acceptable?  

   Sampling was not used 

5.2 – Did the MCO employ valid 
sampling techniques that protected 
against bias?   

Specify the type of sampling or census 
used. 

   This question is n/a. 
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Component/Standard  Y N N/A Comments  
5.3 – Did the sample contain a sufficient 

number of enrollees?  
   This question is n/a. 

 
Step 6: REVIEW DATA COLLECTION PROCEDURES  

Component/Standard  Y N N/A Comments  
6.1 – Did the study design clearly 

specify the data to be collected?    
   Study uses administrative data from 

the CPT codes specified in the 
report.  Narrative needs to describe 
how WellPath determines that an 
IHA was performed at the visit.  
072706 The required additional 
information has been provided. 

6.2 – Did the study design clearly 
specify the sources of data?  

   Main source of data is encounter 
data from the claims system via 
CMS1500, UB92, or EDI (ANSI 837) 

6.3 – Did the study design specify a 
systematic method of collecting 
valid and reliable data that 
represents the entire population to 
which the study’s indicators apply? 

   The study design and methodology 
does not include and estimation of 
the degree of completeness of the 
automated data used for the PIP 
study indicators. 

6.4 – Did the instruments for data 
collection provide for consistent, 
accurate data collection over the 
time periods studied?  

   Data collection tools were not 
needed since the information was 
pulled from administrative claims 
data. 

6.5 – Did the study design prospectively 
specify a data analysis plan?  

   Need to document a data analysis 
plan. Need to include the results of 
the comparison of MY 2003, 2004 
and include 2005.  

6.6 – Were qualified staff and personnel 
used to collect the data?  

   Job descriptions of the listed staff 
members are needed to sufficiently 
evaluate qualification levels.   
Need to add what Marilyn Diaz’s role 
was in the study process.  
072706 Suggest adding a column to 
the table on page 4 that indicates 
what roles and responsibilities each 
of the two individuals played in the 
data collection process that 
correlates with their experience.    
Identify who is responsible for the 
analysis of the data.  
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Step 7: ASSESS IMPROVEMENT STRATEGIES  

Component/Standard  Y N N/A Comments  
7.1 – Were reasonable interventions 

undertaken to address 
causes/barriers identified through 
data analysis and QI processes 
undertaken?   

   Study design does not demonstrate 
research or evidence of a causal link 
between intervention plan and 
desired outcomes. It is expected that 
interventions associated with 
improvement on quality indicators will 
be system interventions, i.e., 
educational efforts, changes in 
policies, targeting of additional 
resources, or other organization-wide 
initiatives to improve performance.  
Interventions that might have some 
short-term effect, but that are unlikely 
to induce permanent change are 
insufficient. 
Study does identify and address 
three barriers to the planned 
intervention: 1) under-reporting of 
encounters; 2) enrollee 
transportation; and 3) inadequate 
enrollee telephone and address 
information.  However, the 
interventions need additional 
documentation and support to build 
the validity of the project. 
072706 Recommend monitoring 
outcomes at least quarterly.   Identify 
the total number of newly identified 
members reported to providers and 
calculate the number of members 
who did not have an initial health 
assessment performed.  
Recommend including how many 
outreach calls were made in 
September 2005 to substantiate that 
the intervention impacted an 
increase to 81%.      

 
Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS  

Component/Standard  Y N N/A Comments  
8.1 – Was an analysis of the findings 

performed according to the data 
analysis plan?  

   No analysis plan was given. Need to 
include a detailed analysis including 
data to support the 5% increase.  
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Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS  
Component/Standard  Y N N/A Comments  

8.2 – Did the MCO present numerical 
PIP results and findings accurately 
and clearly?  

   Need to include tables for 
comparison of 2003, 2004 and 2005 
rates.  Need to have both the 
numerator and the denominator 
numbers in the table  
072706  The required information is 
now provided. 

8.3- Did the analysis identify: initial and 
repeat measurements, statistical 
significance, factors that influence 
comparability of initial and repeat 
measurements, and factors that 
threaten internal and external 
validity?  

   Need to explain the results identified 
in the table, calculate the statistical 
significance and provide factors that 
may affect the internal and external 
validity of the results. 
 

8.4- Did the analysis of study data 
include an interpretation of the 
extent to which its PIP was 
successful and the follow-up 
activities?  

   Need to expand the narrative to 
quantify the extent of the 
improvement and the follow-up 
activities.   

 
Step 9: ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT  
 

Component/Standard  Y N N/A Comments  
9.1- Was the same methodology as the 

baseline measurement used, 
when measurement was 
repeated?  

   Due to lack of data documentation 
and data sources, unable to 
determine if the same methodology 
as the baseline measurement was 
used.  
 

9.2- Was there any documented, 
quantitative improvement in 
processes or outcomes of care?  

   Insufficient information given to 
quantify the improvement in 
outcomes of care.  
072706 The 4 percentage point 
increase is now noted.  It did not 
meet the goal of improving MY 2005 
results by 5 percentage points.  

9.3- Does the reported improvement in 
performance have “face” validity; 
i.e., does the improvement in 
performance appear to be the 
result of the planned quality 
improvement intervention?  

   Unable to determine if the 
interventions impacted performance. 

9.4- Is there any statistical evidence 
that any observed performance 
improvement is true improvement? 

   Need to indicate why the Z-test was 
used. According to the study, the Z-
test statistical analysis confirms that 
there was a statistically significant 
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Component/Standard  Y N N/A Comments  
improvement.  Need to identify if 
improvement occurred in 2005.  
Narrative focuses on 2004 but study 
year is 2005. 
072706 Statistical analysis 
information has been removed. 

 
Step 10: ASSESS SUSTAINED IMPROVEMENT  

Component/Standard  Y N N/A Comments  
10.1- Was sustained improvement 

demonstrated through repeated 
measurements over comparable 
time periods?  

   Unable to determine if sustained 
improvement will occur over time. 

 
ACTIVITY 2. VERIFYING STUDY FINDINGS (OPTIONAL)  

Component/Standard  Y N N/A Comments  
1.    Were the initial study findings 

verified upon repeat 
measurements?  

   Insufficient information given to verify 
that the initial study findings were 
found on repeat measurements.   

 
ACTIVITY 3. EVALUATE OVERALL VALIDITY AND RELIABILITY OF STUDY RESULTS: 

SUMMARY OF AGGREGATE VALIDATION FINDINGS AND SUMMARY 
As currently written, the PIP does not give enough information to evaluate the validity and reliability 
of the study. 
072706 Although the PIP is written in greater detail there are still opportunities for improvement. 

 
 Y N N/A  RECOMMENDATIONS 
Totals 11 18 4  Recommend clarifying the initial statement about the DMA 

Measure Initial Health Assessment (IHA) process.   
 Add a statement in the narrative that the study population 

includes members with special health care needs. 
 Clearly define the study indicators in the study description.  

Explain how they will measure changes in health status of 
the study population in both quantitative and qualitative 
terms. 

 Provide information on how the study indicators are related 
to established health care guidelines.   

 Provide information on how increasing the number of 
members who have an initial health risk assessment will 
improve clinical outcomes. 

 Discuss limitations on data collection that may skew the 
results. 

 Include and estimation of the degree of completeness of the 
automated data used for the PIP study indicators. 

 Document a data analysis plan including the results of the 
comparison of MY 2003, 2004 and 2005. 

 Identify who is responsible for the analysis of the data. 
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 Y N N/A  RECOMMENDATIONS 
 Recommend monitoring outcomes at least quarterly.  Identify 

the total number of newly identified members reported to 
providers and calculate the number of members who did not 
have an initial health assessment performed.   

 Recommend including how many outreach calls were made 
in September 2005 to substantiate that the intervention 
impacted an increase to 81%.      

 Include a detailed analysis including data to support the 5% 
increase. 

 Provide factors that may affect the internal and external 
validity of the results. 

 Expand the narrative to quantify the extent of the 
improvement and the follow-up activities. 

 Verify that the initial study findings were found on repeat 
measurements.   

Check 
one: 

 High confidence in reported MCO PIP results   
 Confidence in reported MCO PIP results  
 Low confidence in reported MCO PIP results  
 Reported MCO PIP results not credible  
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NORTH CAROLINA 2006 EXTERNAL QUALITY REVIEW 
PERFORMANCE IMPROVEMENT PROJECT VALIDATION 

 
Date(s) of evaluation:  7/5/06 and 7/27/06 
On-site Review: 7/20/06 
Final Report: 7/31/06 

 
Demographic Information  

MCO Name:  WellPath Select, Inc. 
Name of Performance Improvement Project:  Improving Lead Screening Rates  
Dates of Study Period: 1/1/2005 – 1/31/2006  
Documents Reviewed: Conducting Performance Improvement Project 

Worksheet-Improving Lead Screening Rates 

Type of Delivery System (check all that are applicable) 

 Staff Model  MCO Number of Medicaid Enrollees in MCO or PIHP:  8385 

 Network  PIHP Number of Medicare Enrollees in MCO or PIHP:   

 Direct IPA  Number of Medicaid Enrollees in Study:  420 

 IPA Organization  Total Number of MCO or PIHP Enrollees in 
Study:  

 

    

Number of MCO/PIHP primary care physicians: 34 

Number of MCO/PIHP specialty physicians: 174 

Number of physicians in study: 34 
 
I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  

Component/Standard  Y N N/A Comments  
1.1- Was the topic selected through 

data collection and analysis of 
comprehensive aspect of enrollee 
needs, care and services?  

   The clinical topic “ Improving Lead 
Screening” was selected for 
WellPath’s  targeted improvement 
project.  The worksheet references 
that 7% of the MCO’s populations is 
comprised of children age 12 and 24 
months, yet the article that 
establishes the need for lead 
screening references children one to 
five years of age.  Need to provide 
information for WellPath’s MY 
2003/2004 reporting rates to quantify 
the amount of decrease in lead 
screening between these years.  
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I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  

Component/Standard  Y N N/A Comments  
Recommend additional sources of 
information and/or literature reviews 
to support the study relevance.  
072706  The required additional 
information has been provided.  

1.2- Did the MCO’s PIPs over time 
address a broad spectrum of key 
aspects of enrollee care and 
services?   

   Clinical focus of the study over time 
emphasizes preventive care. Need to 
expand the description of WellPath’s 
declining trend and demonstrate how 
the 2003 rates decreased by 5.8% 
based on what specific relevant 
data?  

1.3- Did the MCO’s PIPs over time 
include all enrolled populations; 
i.e., did not exclude certain 
enrollees such as those with 
special health care needs?  

   The entire membership ages 12 and 
24 months were used in the study 
population including children with 
special health needs.  
072706 The statement above was 
omitted in the second draft.  Need to 
leave  the statement in Section 1.   
The statement is also included in 
Section 4. 

 
Step 2: REVIEW THE STUDY QUESTION(S)  

Component/Standard  Y N N/A Comments  
2.1- Was/were the study question(s) 

stated clearly in writing? 
   The study question as stated asks 

“Were all children who turned 12 and 
24 months screened for lead”? 
Recommend rewording the study 
question to indicate whether the 
interventions will have an impact on 
the number of lead screenings 
performed. Need to determine a 
study goal.       
072706 The study question is now 
clearly defined.   The goal is to 
increase the MY 2003 rate by 5%. 
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Step 3: REVIEW SELECTED STUDY INDICATOR(S)  

Component/Standard  Y N N/A Comments  
3.1- Did the study use objective, clearly 

defined, measurable indicators?  
   The study description does not 

clearly define the study indicators or 
how they will measure changes in 
health status of the study population 
in quantitative and qualitative terms.  
072706 The required additional 
information was provided to clearly 
define the study indicator.  

3.1(a) – Was/were the indicator(s) 
related to identified health 
care guidelines pertinent to 
the study question? 

   Need to provide information that 
indicators are related to identified 
health care guidelines and that the 
study indicators have been piloted or 
field-tested.   

3.1(b) – Was this an important aspect of 
care to monitor that made a 
difference to the MCO’s / 
PIHP’s beneficiaries? 

   Need to provide information on how 
improving lead screening will impact 
the study population.  
072706 The required additional 
information was provided on the 
long-term adverse effects of 
childhood lead poisoning.   

3.1(c) – Were the data available either 
through administrative data, 
medical records or other 
readily accessible sources? 

   Need to provide information on the 
data sources.  
072706 Narrative now identifies the 
data sources as enrollment and 
administrative data that includes 
claims and encounter data.   

3.1(d) – Did limitations on the ability to 
collect the data skew the 
results? 

   Need to provide information on 
limitations on data collection that 
may skew the results.  

3.1(e) – Did these indicators require 
explicit or implicit criteria? 

   Unable to determine if indicators 
require explicit or implicit criteria. 

3.2- Did the indicators measure 
changes in health status, 
functional status, or enrollee 
satisfaction, or processes of care 
with strong associations with 
improved outcomes?  

   Need to expand the narrative to 
include what improved outcomes will 
the indicators measure. 
 
How will WellPath measure member 
satisfaction? 

 
Step 4: REVIEW THE IDENTIFIED STUDY POPULATION  

Component/Standard  Y N N/A Comments  
4.1- Did the MCO clearly define all 

Medicaid enrollees to whom the 
study question and indicators are 
relevant?  

   Include the size of the MY 2005 
study population in the narrative 
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Step 4: REVIEW THE IDENTIFIED STUDY POPULATION  
Component/Standard  Y N N/A Comments  

4.2- If the MCO studied the entire 
population, did its data collection 
approach capture all enrollees to 
whom the study question applied?  

    

 
Step 5: REVIEW SAMPLING METHODS  

Component/Standard  Y N N/A Comments  
5.1- Did the sampling technique 

consider and specify the true (or 
estimated) frequency of 
occurrence of the event, the 
confidence interval to be used, and 
the margin of error that will be 
acceptable?  

   All members in the study age range 
were used.  No sampling techniques 
were employed.  

5.2- Did the MCO employ valid sampling 
techniques that protected against 
bias?   

Specify the type of sampling or census 
used:  

    

5.3- Did the sample contain a sufficient 
number of enrollees?  

    

 
Step 6: REVIEW DATA COLLECTION PROCEDURES  
 

Component/Standard  Y N N/A Comments  
6.1- Did the study design clearly specify 

the data to be collected?    
   Additional information is needed to 

clearly define the data elements, i.e., 
explain the type of encounter data 
used and explain the type of 
laboratory reports used to  identify 
what laboratory screening had been 
performed.   
072706 The required additional 
information was provided.  

6.2- Did the study design clearly specify 
the sources of data?  

   Specify the date ranges for collecting 
the data.   
072706 Date ranges are now 
specified.  

6.3- Did the study design specify a 
systematic method of collecting 
valid and reliable data that 
represents the entire population to 
which the study’s indicators apply? 
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Component/Standard  Y N N/A Comments  
6.4- Did the instruments for data 

collection provide for consistent, 
accurate data collection over the 
time periods studied?  

   Data collection is performed through 
a medical record review and from 
information documented on the 
NCIH website.  Need to provide 
information on the data collection 
process and steps taken  to ensure 
the process is consistent and 
collects accurate data over time.  
Need to provide information on 
interrater reliability audits.  Study 
narrative indicates no data collection 
tools were used.  Need to add  how 
the data was tabulated from these 
sources?  
072706 The narrative no longer 
references a medical record review 
process.    

6.5- Did the study design prospectively 
specify a data analysis plan?  

   Need to identify a data analysis plan. 
072706 A data analysis plan is 
included in the narrative but still 
needs to include how the data 
analysis will be performed including 
identifying the barriers.    

6.6- Were qualified staff and personnel 
used to collect the data?  

   Need to include who was 
responsible for the data analysis. 

 
Step 7: ASSESS IMPROVEMENT STRATEGIES  
 

Component/Standard  Y N N/A Comments  
7.1- Were reasonable interventions 

undertaken to address 
causes/barriers identified through 
data analysis and QI processes 
undertaken?   

   Dates for interventions need to be 
placed in order using a consistent 
format, either by quarter or by date.   
Fourth quarter 2004 interventions 
are included in the narrative yet the 
study period starts at 0101/05.    
Need to identify what was done to 
increase the response rate of the 
surveys above 12%.    
 
Education and outreach efforts are 
methods used to increase lead 
screening. WellPath should explore 
performing additional potentially 
effective strategies to increase lead 
screening such as offering incentives 
to provider or members, monitoring 
physician compliance, and engaging  
in early member outreach and 
education.  Examples include 
sending materials to members as 
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Component/Standard  Y N N/A Comments  
soon as they become pregnant and 
continue through birth and the 
child’s’ first and second birthdays.       
072706 Interventions are listed in 
order by date however the number of 
newsletters distributed to providers 
needs to be identified.         

 
Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS  

Component/Standard  Y N N/A Comments  
8.1- Was an analysis of the findings 

performed according to the data 
analysis plan?  

   Need to provide an explanation of the 
analysis that was performed.   

8.2- Did the MCO present numerical 
PIP results and findings accurately 
and clearly?  

   Need to add denominator data in the 
tables.  
072706 The required additional 
information was added to the table 
on page 9. 

8.3- Did the analysis identify: initial and 
repeat measurements, statistical 
significance, factors that influence 
comparability of initial and repeat 
measurements, and factors that 
threaten internal and external 
validity?  

   Need to expand the narrative to 
describe how the analysis was 
performed.  

8.4- Did the analysis of study data 
include an interpretation of the 
extent to which its PIP was 
successful and the follow-up 
activities?  

   Need to expand the narrative to 
quantify the extent of the 
improvement and the follow-up 
activities.   
072706 The required additional 
information was provided.  

 
 
Step 9: ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT  

 
Component/Standard  Y N N/A Comments  

9.1- Was the same methodology as the 
baseline measurement used, 
when measurement was 
repeated?  

   Due to lack of data information and 
data sources, unable to determine if 
the same methodology as the 
baseline measurement was used. 
 



Appendix A 

Appendix A– WellPath PIP Validation Report  Page 40 

Component/Standard  Y N N/A Comments  
9.2- Was there any documented, 

quantitative improvement in 
processes or outcomes of care?  

   Need to expand the narrative to 
indicate if the quantitative 
improvement was a result of the 
process or outcomes of care  
072706 The additional information 
required to identify the improvement 
was noted. 

9.3- Does the reported improvement in 
performance have “face” validity; 
i.e., does the improvement in 
performance appear to be the 
result of the planned quality 
improvement intervention?  

   Need to correlate the dates of the 
interventions with the improvement 
noted in lead screening.   
072706 Improvement in lead 
screening rates now appears to be 
the result of the planned 
interventions.   

9.4- Is there any statistical evidence 
that any observed performance 
improvement is true improvement? 

   Need to indicate why the Z-test was 
used. According to the study, the Z-
test statistical analysis confirms 
significant improvement  of the 
results.   
072706  Reference to Z-test was 
removed however no statistical 
evidence is documented.   

 
Step 10: ASSESS SUSTAINED IMPROVEMENT  

Component/Standard  Y N N/A Comments  
10.1- Was sustained improvement 

demonstrated through repeated 
measurements over comparable 
time periods?  

   Data from only one year of study 
was provided.  Unable to determine 
if sustained improvement will occur 
over time.  
072706 Data is provided for 2003, 
2004 and 2005. An improvement  in 
lead screening is noted.   

 
ACTIVITY 2. VERIFYING STUDY FINDINGS (OPTIONAL)  

Component/Standard  Y N N/A Comments  

1.    Were the initial study findings 
verified upon repeat 
measurements?  

   Insufficient information given to verify 
that the initial study findings were 
found on repeat measurements.   
072706   The required additional 
information was provided. 
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ACTIVITY 3. EVALUATE OVERALL VALIDITY AND RELIABILITY OF STUDY RESULTS: 

SUMMARY OF AGGREGATE VALIDATION FINDINGS AND SUMMARY 
As currently written, the PIP does not give enough information to evaluate the validity and reliability 
of the study. 
072706 Although the PIP is written in greater detail there are still opportunities for improvement. 

 Y N N/A  RECOMMENDATIONS 
Totals 20 10 3  Expand the description of WellPath’s declining trend and 

demonstrate how the 2003 rates decreased by 5.8% based 
on what specific relevant data? 

 Provide information that indicators are related to identified 
health care guidelines 

 Need to provide information on limitations on data collection 
that may skew the results. 

 Explain how member satisfaction will be measured? 
 Include the size of the MY 2005 study population in the 

narrative 
 Elaborate on how the data analysis will be performed 

including identifying the barriers 
 Need to include who was responsible for the data analysis 
 Identify the number of newsletters distributed to providers. 

Check 
one: 

 High confidence in reported MCO PIP results   
 Confidence in reported MCO PIP results  
 Low confidence in reported MCO PIP results  
 Reported MCO PIP results not credible  
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NORTH CAROLINA 2006 EXTERNAL QUALITY REVIEW 
PERFORMANCE IMPROVEMENT PROJECT VALIDATION 

 
Date(s) of evaluation:  7/5/06 and 7/27/06 
On-site Review: 7/20/06 
Final Report: 8/31/06 

 
Demographic Information  

MCO Name:  WellPath Select, Inc. 
Name of Performance Improvement Project: Improving Health Check Screening Rates  
Dates of Study Period: 1/1/2005 – 1/31/2006  
Documents Reviewed: Conducting Performance Improvement Project 

Worksheet -  Improving Health Check Screening 
Rates 

 

Type of Delivery System (check all that are applicable) 

 Staff Model  MCO Number of Medicaid Enrollees in MCO or PIHP:  8385 

 Network  PIHP Number of Medicare Enrollees in MCO or PIHP:   

 Direct IPA  Number of Medicaid Enrollees in Study:  1888 

 IPA Organization  Total Number of MCO or PIHP Enrollees in 
Study:  

 

    

Number of MCO/PIHP primary care physicians: 34 

Number of MCO/PIHP specialty physicians: 174 

Number of physicians in study: 34 
 
I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  

Component/Standard  Y N N/A Comments  
1.1- Was the topic selected through 

data collection and analysis of 
comprehensive aspect of enrollee 
needs, care and services?  

   The clinical topic “ Improving heath 
check screening rates” was selected 
for WellPath’s targeted improvement 
project.   Age identified for the 
demographic information does not 
compare to DMA requirements for 
screening members 21 years and 
under.  Recommend stating 
WellPath’s performance results for 
screening in the report.  Suggest 
doing a literature review to support the 
importance of conducting this study. 
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I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  

Component/Standard  Y N N/A Comments  
072706 The PIP now describes 
sources that support the reason the 
study topic was chosen.  It also 
identifies that health check screenings 
are a key component in proactive 
healthcare management and the 
impact on the membership based on 
demographic characteristics. The age 
requirement for screening has been 
corrected to include members under 
age 21 years of age that is now the 
same as the DMA requirements for 
screening.  WellPath’s performance 
rates for screening are included in 
Section 8.  No information is given on 
WellPath’s baseline data that was 
used to determine rationale/relevance 
to the membership.  

1.2- Did the MCO’s PIPs over time 
address a broad spectrum of key 
aspects of enrollee care and 
services?   

   Recommend including DMA’s Health 
Check Periodicity Schedule as an 
attachment. Same information is 
repeated in 3.2.  Suggest expanding 
the narrative and removing repeated 
information from this section.  
072706 A periodic screening table is 
included in Section 4.  Repeated 
information has been removed.     

1.3- Did the MCO’s PIPs over time 
include all enrolled populations; 
i.e., did not exclude certain 
enrollees such as those with 
special health care needs?  

   Clarify why only ages 0-20 are used in 
the sample.  Study population does 
include members with special health 
needs.  
072706 Age range of 0-21 is 
consistently being used.  The PIP 
needs to include a statement that the 
study population includes members 
with special health care needs.  
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Step 2: REVIEW THE STUDY QUESTION(S)  
Component/Standard  Y N N/A Comments  

2.1- Was/were the study question(s) 
stated clearly in writing? 

   The study question as stated asks, “ 
Have all children age 0-20 received 
a health check/ preventive health 
exam visits based on the Health 
Check Periodicity Schedule?” 
Suggest rewording the question to 
indicate whether the interventions 
had an impact on the outcomes of 
care.    
072706 The study question is now a 
clear answerable question and 
includes the impact of the 
interventions on the outcomes of 
care.   

 
 
Step 3: REVIEW SELECTED STUDY INDICATOR(S)  
 

Component/Standard  Y N N/A Comments  
3.1- Did the study use objective, clearly 

defined, measurable indicators?  
   Clarify if the age range is 0-20 or 0- 

21.  Narrative needs to define how it 
will measure changes in the health 
status of the study population in 
quantitative and qualitative terms.   
072706 Age range has been clarified 

3.1(a) – Was/were the indicator(s) 
related to identified health 
care guidelines pertinent to 
the study question? 

   Need to provide information that 
indicators are related to identified 
health care guidelines and if the 
study indicators have been piloted or 
field-tested. 

3.1(b) – Was this an important aspect of 
care to monitor that made a 
difference to the MCO’s / 
PIHP’s beneficiaries? 

   Need to provide information on why 
health check screening is an 
important aspect of care to monitor. 

3.1(c) – Were the data available either 
through administrative data, 
medical records or other 
readily accessible sources? 

   Need to provide information on the 
data sources. 
072706 The data sources are 
identified as claims and encounter 
data.  

3.1(d) – Did limitations on the ability to 
collect the data skew the 
results? 

   Need to provide information on 
limitations on data collection that 
may skew the results.  

3.1(e) – Did these indicators require 
explicit or implicit criteria? 

   Need to determine if indicator 
requires explicit or implicit criteria, 
i.e., parent refusal to have screening 
performed. 
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Component/Standard  Y N N/A Comments  
3.2- Did the indicators measure 

changes in health status, 
functional status, or enrollee 
satisfaction, or processes of care 
with strong associations with 
improved outcomes?  

   Recommend expanding the narrative 
to describe what improved outcomes 
the indicators measure.   
072706 Need to include information 
on   measurement cycle i.e., annually 
or quarterly and how the indicator will 
improve member’s health status.     
 
How will WellPath measure member 
satisfaction? 
072706 The narrative now includes a 
description on how WellPath will 
measure member satisfaction.  
 
Need to identify sources of third 
party studies that indicate 
preventative healthcare is effective.   
072706 Reference to third party 
studies has been removed.   

 
 
Step 4: REVIEW THE IDENTIFIED STUDY POPULATION  

Component/Standard  Y N N/A Comments  
4.1- Did the MCO clearly define all 

Medicaid enrollees to whom the 
study question and indicators are 
relevant?  

   Need to clarify the age range of 
study population. 
072706 The age range has been 
clarified. 

4.2- If the MCO studied the entire 
population, did its data collection 
approach capture all enrollees to 
whom the study question applied?  

   Need to provide information on how 
the data will be collected for both the 
denominator and the numerator i.e., 
enrollment files or claims.   
072706 Information on how the data 
will be collected is included in 
Section 2. 

 
 
Step 5: REVIEW SAMPLING METHODS  
 

Component/Standard  Y N N/A Comments  
5.1- Did the sampling technique 

consider and specify the true (or 
estimated) frequency of 
occurrence of the event, the 
confidence interval to be used, and 
the margin of error that will be 
acceptable?  

   No sampling techniques were used.  
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Component/Standard  Y N N/A Comments  
5.2- Did the MCO employ valid sampling 

techniques that protected against 
bias?   

Specify the type of sampling or census 
used:  

    

5.3- Did the sample contain a sufficient 
number of enrollees?  

    

 
 
Step 6: REVIEW DATA COLLECTION PROCEDURES  

Component/Standard  Y N N/A Comments  
6.1- Did the study design clearly specify 

the data to be collected?    
   Describe the process for monitoring 

that all the components of the 
screening have been performed.    

6.2- Did the study design clearly specify 
the sources of data?  

   Specify the date ranges for collecting 
the data.   

6.3- Did the study design specify a 
systematic method of collecting 
valid and reliable data that 
represents the entire population to 
which the study’s indicators apply? 

   How is the information obtained and 
tracked on the name of the physician 
and the office location?  
Identify who is collecting the data.  
072706 Qualifications of the 
WellPath staff collecting the data is 
identified in the PIP.    

6.4- Did the instruments for data 
collection provide for consistent, 
accurate data collection over the 
time periods studied?  

    

6.5- Did the study design prospectively 
specify a data analysis plan?  

   No data plan was identified.  

6.6- Were qualified staff and personnel 
used to collect the data?  

   Identify Marilyn Diaz’s role in the 
process.  
072706 Suggest adding a column to 
the table on page 4 that indicates 
what roles and responsibilities each 
of the two individuals played in the 
data collection process that 
correlates with their experience.     
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Step 7: ASSESS IMPROVEMENT STRATEGIES  
Component/Standard  Y N N/A Comments  

7.1- Were reasonable interventions 
undertaken to address 
causes/barriers identified through 
data analysis and QI processes 
undertaken?   

   No barriers have been identified in 
the study.   
072706 Barriers are now included.    
 
Need to include information used to 
calculate rate (42% increase).    
072706 The required information has 
now been provided.  
 
Need to include interventions based 
on physician compliance.    
 
State the number of outreach calls 
performed and the number of 
mailings sent out.   
 
Interventions have not been 
performed consistently, i.e., missing 
interventions for the second quarter 
2005.   
07/2706 Second quarter 
interventions are included but not 
quantified i.e., how many PCP’s 
exhibited consistently low encounter 
submissions and how many 
physicians had targeted education 
on the importance of encounter 
submissions.   
Recommend selecting different 
interventions then those on page 7 
that would possibly lead to better 
outcomes.   

 
 
Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS  
 

Component/Standard  Y N N/A Comments  
8.1- Was an analysis of the findings 

performed according to the data 
analysis plan?  

   Recommend expanding the narrative 
to include data used to calculate the 
25% increase.     
072706 The reference to the 25% 
increase has been removed. 
Recommend expanding the narrative 
to include a detailed analysis of the 
data in addition to the study results 
and barriers.     
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Component/Standard  Y N N/A Comments  
8.2- Did the MCO present numerical 

PIP results and findings accurately 
and clearly?  

   State what study population is being 
screened in the table.   
072706 Information in the table has 
been clarified  
 
Explain the abbreviation CSHCN. 
 

8.3- Did the analysis identify: initial and 
repeat measurements, statistical 
significance, factors that influence 
comparability of initial and repeat 
measurements, and factors that 
threaten internal and external 
validity?  

    

8.4- Did the analysis of study data 
include an interpretation of the 
extent to which its PIP was 
successful and the follow-up 
activities?  

   Need to include what follow-up 
activities will be performed.  
072706 Follow-up activities are now 
included. 

 
 
Step 9: ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT  

Component/Standard  Y N N/A Comments  
9.1- Was the same methodology as the 

baseline measurement used, 
when measurement was 
repeated?  

   Due to lack of data information and 
data sources, unable to determine if 
the same methodology as the 
baseline measurement was used. 
072706 Still unable to determine if 
the same methodology was used for 
the 2003 or 2004 measurement 
years.   

9.2- Was there any documented, 
quantitative improvement in 
processes or outcomes of care?  

   No improvement noted 

9.3- Does the reported improvement in 
performance have “face” validity; 
i.e., does the improvement in 
performance appear to be the 
result of the planned quality 
improvement intervention?  

   No improvement noted 

9.4- Is there any statistical evidence 
that any observed performance 
improvement is true improvement? 

   No improvement noted 
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Step 10: ASSESS SUSTAINED IMPROVEMENT  
Component/Standard  Y N N/A Comments  

10.1- Was sustained improvement 
demonstrated through repeated 
measurements over comparable 
time periods?  

   No improvement noted  

 
 
ACTIVITY 2. VERIFYING STUDY FINDINGS (OPTIONAL)  

Component/Standard  Y N N/A Comments  
1.    Were the initial study findings 

verified upon repeat 
measurements?  

   Insufficient information given to verify 
that the initial study findings were 
found on repeat measurements.   

 
 
ACTIVITY 3. EVALUATE OVERALL VALIDITY AND RELIABILITY OF STUDY RESULTS: 

SUMMARY OF AGGREGATE VALIDATION FINDINGS AND SUMMARY 
As currently written, the PIP does not give enough information to evaluate the validity and reliability 
of the study. 
07/27/06 Although the PIP is written in greater detail there are still opportunities for improvement.  

 Y N N/A  RECOMMENDATIONS 
Totals 10 19 4  Recommend implementing additional interventions in 2006 

to improve outcomes.   
 Recommend monitoring progress on a quarterly basis 

instead of annually so that interventions can be 
implemented as indicated.  

 Provide information on baseline data that was used to 
determine rationale/relevance to the membership.     

 Include a statement that the study population includes 
members with special health care needs.    

 Provide information that indicators are related to identified 
health care guidelines and if the study indicators have 
been piloted or field-tested 

 Provide information on limitations on data collection that 
may skew the results. 

 Determine if indicator requires explicit or implicit criteria, 
i.e., parent refusal to have screening performed. 

 Suggest indicating what roles and responsibilities staff 
member played in the data collection process that 
correlates with their experience.    

 Recommend expanding the narrative to include a detailed 
analysis of the data in addition to the study results and 
barriers.     

Check one:  High confidence in reported MCO PIP results   
 Confidence in reported MCO PIP results  
 Low confidence in reported MCO PIP results  
 Reported MCO PIP results not credible  
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Appendix B – WellPath Performance Measure Validation Report 
 

Introduction 
MPRO conducted an independent external quality review of WellPath Select, Inc. in accordance 
with the Balanced Budget Act of 1997.  The primary purpose of the audit was to validate 
WellPath’s Performance Measures (PMs). The results of this audit are written in this report. The 
validation activities address: 

1. Review of the data management processes of the MCO; 
2. Evaluation of algorithmic compliance (the translation of captured data into actual statistics) 

with specifications defined by the State; and 
3. Verification of either the entire set or a sample of the State-specified performance measures 

to confirm that the reported results are based on accurate source information. 
 
The review was performed in two steps.  The first step was a desk top review of documents 
submitted to MPRO by WellPath on July 1, 2006.  The second step occurred when MPRO along 
with State representatives met at WellPath for a face to face assessment of their compliance to the 
regulatory requirements.  The onsite visit occurred on July 20th, 2006.  During the onsite review, 
WellPath provided additional clarification and information related to the Performance Measures as 
well as their information systems capabilities.  There are four possible validation findings for each 
performance measure as defined below. 
 
POSSIBLE VALIDATION FINDINGS 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only minor 
deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was significantly 
biased.  This designation is also assigned to measures for which no rate was reported, 
although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because WellPath did not have any Medicaid enrollees that 
qualified for the denominator 
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MPRO validated four performance measures:  New Member Health Assessment for Pregnant 
Females; Children with Special Health Care Needs Assessment; Sterilizations Paid by Plan; and 
Hysterectomies Paid by Plan.  The findings are as follows: 
 

Measure Findings 

New Member Health Assessment (Pregnant 
Females) 

FC - Measure was fully compliant with DMA 
specifications. 

Children with Special Health Care Needs 
(CSHCN) Assessment 

FC - Measure was fully compliant with DMA 
specifications. 

Sterilizations Paid By Plan FC - Measure was fully compliant with DMA 
specifications. 

Hysterectomies Paid By Plan FC - Measure was fully compliant with DMA 
specifications. 

 
All documentations relating to the Information Systems Capabilities Assessment are satisfactory.   
 
DEFINITIONS 
Met:      The MCO’s measurement and reporting process was fully compliant with State 

specifications. 
Not Met: The MCO’s measurement and reporting process was not compliant with State 

specifications.  This data element should be used for any audit element that deviates 
from the State specifications, regardless of the impact of the deviation on the final 
rate.  All audit elements with this designation must include an explanation of the 
deviation in the comments section. 

N/A:      The audit element was not applicable to the MCO’s measurement and reporting 
process. 
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   New Member Health Assessment 
(Pregnant Females) 

 
METHODOLOGY FOR CALCULATING 
MEASURE: (check one) Administrative 

Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT SPECIFICATIONS MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes 

   Tab 7 in WellPath 
document binder 
contains all the 
appropriate data 
sources, program 
logic and source 
codes. 

DENOMINATOR  
1. Population  Medicaid population 

appropriately segregated from 
commercial/Medicare  

Population defined as effective 
Medicaid enrollment as of 
December 31, 2005  

   P1 in carrier field 
indicates the 
WellPath Medicaid 
population.  Query 
step 2 used to 
determine the 
denominator for 
New Member Health 
Assessment for 
Pregnant Females.  
Extraction Process 
indicates the use of 
P1. 

2. Geographic 
Area  

Includes only Medicaid 
enrollees served in 
Mecklenburg County 

   See Denominator 
1.Population.  
Receives 
Mecklenburg County 
claims only 

3. Age & Sex  No age specified 
 
Only females selected  

   Query step 13 used 
to determine the 
denominator for 
New Member Health 
Assessment for 
Pregnant Females 
Extraction Process 
indicates sex = F 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

4. Enrollment 
Calculation  

Were members of plan as of 
12/31/05  

Were continuously enrolled for 
at least three months from the 
date of enrollment  

   Query step 3 used 
to determine the 
denominator for 
New Member Health 
Assessment for 
Pregnant Female.  
Extraction Process 
indicates at least 
three months of 
continuous 
enrollment. (under 
description, criteria 
for Medicaid 
members is to be 
enrolled for 4 
months which differs 
from the query step 
3) 

5.Data Quality  Based on the IS process audit 
findings, are any of the data 
sources for this denominator 
inaccurate?  

   WellPath uses 
Health Trio Xpress 
as its data sources 
for this measure. 

6. Proper 
Exclusion 
Methodology in 
Administrative 
Data (if no 
Exclusions were 
taken, check NA)  

Members with an established 
relationship with an OB provider 
 
Exclusions were performed 
according to current 
specifications  
 
Duplicate members identified 
with multiple date spans for 
eligibility are consolidated into 
one member record 

   Exclusion criteria 
were applied 
appropriately. 
 
Although members 
with an established 
OB are indicated in 
the final assessment 
file, it is unclear how 
this information is 
determined in the 
query steps (under 
tab 7 this exclusion 
criteria is optional) 
 
Query step 4 used 
to determine the 
denominator for 
New Member Health 
Assessment for 
Pregnant Females.  
Extraction Process 
removes duplicates. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

NUMERATOR  
7. Administrative 
Data: Counting 
Clinical Events  

Standard codes listed in 
specifications or properly 
mapped internally developed 
codes were used 
 
Members are counted only 
once; double counting of New 
Member Assessment was 
prevented  

   Standard codes 
were properly 
mapped according 
to specifications in 
the Numerator query 
4 and 5.   

8. Medical 
Review 
Documentation 
Standards  

Record abstraction tool required 
notation of the date that the 
New Member Assessment was 
performed  

   Medical Record 
Review was not 
used for this 
measure. 

9. Time Period  New Member Assessment was  
performed on or between 1/1/05 
& 12/31/05 
 
New Member Assessment must 
be performed within 15 days of 
enrollment 

   Several queries 
within the member 
extraction process 
determined that the 
New Member 
Assessment was 
performed within the 
measurement year 
(including query 2, 3 
and 13).  

10. Data Quality  Properly identify enrollees 
 
Based on the IS process audit 
findings, are any of the data 
sources used for this numerator 
inaccurate?  

   Enrollees have been 
properly identified in 
the numerator using 
Health Trio Xpress. 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

Systematic sampling method is 
utilized  

   Sampling was not 
used for this 
measure. 

12. Sample Size  After exclusions, sample size is 
equal to (1) the appropriate 
reduced sample size, which 
used the current year's 
administrative rate pr preceding 
year's report rate, (2) the total 
population  

   Sampling was not 
used for this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

13. Proper 
Substitution 
Methodology in 
Medical Record 
Review (If no 
exclusions were 
taken, check NA)  

Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data errors. 
 
Substitutions are made for 
properly excluded records and 
the percentage of substituted 
records was documented  

   Sampling was not 
used for this 
measure. 

 
ADDITIONAL QUESTIONS 
 

QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative 
data? 

  

Were members excluded for contraindications found during the medical 
record review? 

  

Were internally developed codes used?   
What range defines the impact of data incompleteness for this measure? (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one: 
No bias found in the review  

Over-Reporting 
Under-Reporting 

COMMENTS 
 All appropriate efforts are made to capture complete data. 
 Denominator has all exclusion and inclusion criteria applied appropriately.  Established queries 

utilizing Access XP database are sufficient to pull the appropriate members eligible for this 
measure (see note above). 

 Numerator hits were appropriately determined to be within 15 business days after enrollment. 
 

Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
 Tab 7 of the WellPath documentation entitled, "Documents for New Member Health 

Assessment" 
 Documentation of Queries for New Member Health Assessment (Query-Denominator, Query-

Numerator 
 Performance Measures list provided by WellPath according to Performance Measure 

Validation Protocol 
 DMA contract with WellPath Select, Inc. Appendix V, "Statistical Reporting Requirements" 
 Onsite and phone interview with several WellPath personnel. 
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VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because WellPath did not have any Medicaid 
enrollees that qualified for the denominator 

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   Children w/ Special Health Care 
Needs (CSHCN) Assessment 

 
METHODOLOGY FOR CALCULATING 
MEASURE: (check one) 

Administrative 
Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT 

SPECIFICATIONS 
MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data 
sources, programming 
logic, and computer source 
codes 

   Tab 6 in WellPath 
document binder contains 
all the appropriate data 
sources, program logic 
and source codes. 
 
Case Management: 
Children With Special 
Health Care Needs Policy 
# UR-227.3 establishes a 
procedure for 
documentation of 
numerator hits. 

DENOMINATOR  
1. Population  Medicaid population 

appropriately segregated 
from commercial/Medicare  
 
Population defined as 
effective Medicare 
enrollment as of Dec. 31, 
2006  

   Case Management: 
Children With Special 
Health Care Needs Policy 
# UR-227.3 documents 
the procedure to 
establish the appropriate 
denominator population, 
including initial 
identification of eligible 
members by DMA and 
subsequent follow-up by 
the Case Management 
Department. 

2. Geographic 
Area 

Includes only Medicaid 
enrollees served in 
Mecklenburg County 

   See above. 

3. Age & Sex  Members ages 0-20    See above. 
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AUDIT 
ELEMENTS 

AUDIT 
SPECIFICATIONS 

MET NOT
MET

N/A COMMENTS 

4. Enrollment 
Calculation  
 

Eligible during the time of 
assessment (enrollment to 
45 days) 

   Case Management: 
Children With Special 
Health Care Needs Policy 
# UR-227.3 documents 
that the IS Department 
will provide an enrollment 
file to the UM Department 
which identifies CSHCN 
members. 

5.Data Quality  Based on the IS process 
audit findings, are any of 
the data sources for this 
denominator inaccurate?  

   See above. 

6. Proper 
Exclusion 
Methodology in 
Administrative 
Data (if no 
Exclusions were 
taken, check NA)  

Only members with 
contraindications or data 
errors may be excluded.  
 
Contraindication exclusions 
are allowed only as per 
current State specifications  
 
Only the codes listed in 
specifications are counted 
as contraindications  

   Although there may be no 
viable procedure to 
retroactively confirm 
exclusions, according to 
the on-site interview, the 
MCO allows members to 
self-exclude themselves 
from the denominator if 
the parent/guardian 
states that the 
assessment is 
inappropriate. 

NUMERATOR  
7. Administrative 
Data: Counting 
Clinical Events  

Members are counted only 
once; double counting of 
CSHCN is prevented 

   Assessment of the Excel 
spreadsheet shows 
members and 
assessment are only 
counted once. 

8. Medical 
Review 
Documentation 
Standards  

Record abstraction tool 
required notation of the date 
that the CSHCN was 
performed 

   Medical Record Review 
was not used for this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT 
SPECIFICATIONS 

MET NOT
MET

N/A COMMENTS 

9. Time Period  The needs assessment 
needs to be performed 
within 30 calendar days of 
enrollment 
 
Or three documented 
attempts to do the 
assessment within 45 days 
of enrollment 
 
CSHCN Assessment 
performed on or between 
1/1/05 & 12/31/05 

   Needs assessments were 
not conducted during the 
DMA approved time 
frame of 30 days after the 
date of notification. 
(Reference: IPANC 
CSHCN Log 2005) 
 
Attempts were 
documented by date 
within an Excel file. 
 
Assessments were 
conducted during the 
2005 measurement year. 

10. Data Quality  Properly identify enrollees    See above. 
(Reference: IPANC 
CSHCN Log 2004) 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling 
method is utilized  

   Sampling was not used 
for this measure. 

12. Sample Size  • After exclusions, sample 
size is equal to (1) the 
appropriate reduced sample 
size, which used the current 
year's administrative rate pr 
preceding year's report rate, 
(2) the total population  

   Sampling was not used 
for this measure. 

13. Proper 
Substitution 
Methodology in 
Medical Record 
Review (If no 
exclusions were 
taken, check NA)  

• Only exclude members for 
whom medical record 
review revealed (1) 
contraindications that 
correspond to the codes 
listed in appropriate 
specifications or (2) data 
errors. 
 
• Substitutions are made for 
properly excluded records 
and the percentage of 
substituted records was 
documented  

   Sampling was not used 
for this measure. 
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ADDITIONAL QUESTIONS 
 

QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative 
data? 

  

Were members excluded for contraindications found during the medical 
record review? 

  

Were internally developed codes used?   
What range defines the impact of data incompleteness for this measure (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one:  
No bias found in the review. 

Over-Reporting 
Under-Reporting 

COMMENTS 
 The process for determining a child with special health care needs is documented using the 

North Carolina DMA/MCO CSHCN Assessment form indicated in the Case Management: 
Children With Special Health Care Needs Policy # UR-277.3.  Special health care needs are 
categorized as clinical diagnoses according to the assessment form, children with non-clinical 
diagnoses would not be included in the denominator.  This policy was approved by DMA, and 
will therefore be accepted. 

 Representatives from WellPath stated in telephone and on-site interviews, that numerator hits 
are determined by an assessment done within 30 days of enrollment.  The data shows that the 
MCO is appropriately following the timeframe specifications for the CSHCN measure.  In 
addition, the supporting documents assess attempts within 45 days. The data CD entitled, 
"IPANC CSHCN Log 2005" sent by Marilyn Diaz, was used for the measures.    The enrollment 
file is sent monthly to the plan which may result in fewer than 30 days to provide assessment 
and support.   

 
Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
 Tab 6 of the WellPath documentation entitled, "Documentation for CHSCN and Health Check 

Screening 
 Performance Measures list provided by WellPath according to Performance Measure Validation 

Protocol 
 DMA contract with WellPath Select, Inc. Appendix V, "Statistical Reporting Requirements" 
 Case Management: Children With Special Health Care Needs Policy # UR-227.3 
 IPANC CSHCN Log 2005 
 Onsite, phone interview with several WellPath personnel 
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VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because WellPath did not have any Medicaid 
enrollees that qualified for the denominator 

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   Sterilizations Paid By Plan 
 

METHODOLOGY FOR CALCULATING 
MEASURE: (check one) 

Administrative 
Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT SPECIFICATIONS MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes 

   Tab 9 in WellPath 
document binder 
contains all the 
appropriate data 
sources, program 
logic and source 
codes. 

DENOMINATOR  
1. Population  Medicaid population 

appropriately segregated from 
commercial/Medicare  

   P1 carrier field 
indicates the 
WellPath Medicaid 
population.  Query 
step 3 used to 
determine the 
denominator for 
Sterilizations Paid by 
Plan indicates the 
use of P1 

2. Geographic 
Area 

Includes only Medicaid 
enrollees served in 
Mecklenburg County 

   See above. 

3. Age & Sex  All and both genders were 
considered 

   Neither age nor sex 
were specified or 
excluded for this 
measure. 

4. Enrollment 
Calculation 

All enrollees considered    P1 carrier field 
indicates the 
WellPath Medicaid 
population.  Query 
step 3 used to 
determine the 
denominator for 
Sterilizations Paid by 
Plan indicates the 
use of P1 

5.Data Quality  Based on the IS process audit 
findings, are any of the data 
sources for this denominator 
inaccurate?  

   WellPath uses Health 
Trio Xpress as its 
data sources for this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

6. Proper 
Exclusion 
Methodology in 
Administrative 
Data (if no 
Exclusions were 
taken, check NA)  

Only members with 
contraindications or data errors 
may be excluded.  
 
Contraindication exclusions are 
allowed only as per current 
State specifications  
 
Only the codes listed in 
specifications are counted as 
contraindications  

   Contraindications are 
all specified under 
Query Step 3. 

NUMERATOR  
7. Administrative 
Data: Counting 
Clinical Events  

Utilize the standard codes listed 
in specifications or properly map 
internally developed codes.  
 
Members are counted only 
once; double counting of 
sterilizations was prevented  

   The date that the 
plan receives the 
claim is the start date 
used to submit claims 
to DMA within 45 
calendar days. 
 
Coding reflects 
prevention of 
duplicates and the 
use of standard 
codes. 

8. Medical 
Review 
Documentation 
Standards  

    Medical Record 
Review was not used 
for this measure. 

9. Time Period  Sterilizations performed on 
Medicaid members that have 
been paid by the Plan between 
1/1/05 & 12/31/05  

   Query step 3 
indicates coding that 
determines when the 
claim was received 
by the MCO, not 
when it was paid by 
the plan.  (Reference:   
Tab 9 of the WellPath 
documentation 
entitled, "Sterilization 
Report 
Specifications") 

10. Data Quality  Properly identify enrollees     

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling method 
is utilized  

   Sampling was not 
used for this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

12. Sample Size  • After exclusions, sample size 
is equal to (1) the appropriate 
reduced sample size, which 
used the current year's 
administrative rate pr preceding 
year's report rate, (2) the total 
population  

   Sampling was not 
used for this 
measure. 

13. Proper 
Substitution 
Methodology in 
Medical Record 
Review (If no 
exclusions were 
taken, check NA)  

• Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data errors. 
 
• Substitutions are made for 
properly excluded records and 
the percentage of substituted 
records was documented  

   Sampling was not 
used for this 
measure. 

 
ADDITIONAL QUESTIONS 
 

QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative data?   
Were members excluded for contraindications found during the medical record 
review? 

  

Were internally developed codes used?   
What range defines the impact of data incompleteness for this measure (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one:  
No bias found in the review. 

Over-Reporting 
Under-Reporting 

COMMENTS 
 WellPath coding determined only those claims that were paid within the reporting period were 

considered based on the corrective action plan in the previous year. 
 

Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
 Tab 9 of the WellPath documentation entitled, "Sterilization Report Specifications" 
 Performance Measures list provided by WellPath according to Performance Measure Validation 

Protocol 
 DMA contract with WellPath Select, Inc. Appendix V, "Statistical Reporting Requirements" 
 Onsite, phone interview with WellPath personnel. 
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VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which 
no rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because WellPath did not have any Medicaid 
enrollees that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   Hysterectomies Paid By Plan 
 

METHODOLOGY FOR CALCULATING 
MEASURE: (check one) 

Administrative 
Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS AUDIT SPECIFICATIONS MET
NOT
MET N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes 

   Tab 8 in WellPath 
document binder 
contains all the 
appropriate data 
sources, program 
logic and source 
codes. 

DENOMINATOR  
1. Population  Medicaid population 

appropriately segregated from 
commercial/Medicare  

   P1 carrier field 
indicates the 
WellPath Medicaid 
population.  Query 
step 3 used to 
determine the 
denominator for 
Hysterectomies Paid 
by Plan indicates the 
use of P1. 

2. Geographic 
Area 

Includes only Medicaid 
enrollees served in 
Mecklenburg County 

   
See Denominator 
1.Population 

3. Age & Sex  All ages 
 
Only females selected  

   Age was not 
specified/excluded for 
this measure.  
Although sex should 
only include females, 
internal control 
measures within 
Health Trio Express 
prevent the inclusion 
of claims. 

4. Enrollment 
Calculation 

All female enrollees considered    P1 carrier field 
indicates the 
WellPath Medicaid 
population.  Query 
step 3 used to 
determine the 
denominator for 
Hysterectomies Paid 
by Plan indicates the 
use of P1. 
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AUDIT 
ELEMENTS AUDIT SPECIFICATIONS MET

NOT
MET N/A COMMENTS 

5.Data Quality  Based on the IS process audit 
findings, are any of the data 
sources for this denominator 
inaccurate? 
 
Properly identified enrollees 

   WellPath uses Health 
Trio Express as its 
data sources for this 
measure.   

6. Proper 
Exclusion 
Methodology in 
Administrative 
Data (if no 
Exclusions were 
taken, check NA)  

Only members with 
contraindications or data errors 
may be excluded.  
 
Contraindication exclusions are 
allowed only as per current 
State specifications  
 
Only the codes listed in 
specifications defined by State 
are counted as 
contraindications  

   There are no 
exclusion criteria for 
these measures. 

NUMERATOR  
7. Administrative 
Data: Counting 
Clinical Events  

Standard codes or properly map 
all internally developed codes 
were used.  
 
Members are counted only 
once; double counting of 
hysterectomies is prevented  

   The date that the 
plan receives the 
claim is the start date 
used to submit claims 
to DMA within 45 
calendar days. 
 
Coding reflects 
prevention of 
duplicates and the 
use of standard 
codes. 

8. Medical 
Review 
Documentation 
Standards  

    

 
9. Time Period  Hysterectomies performed on 

Medicaid members that have 
been paid by the Plan between 
1/1/05 & 12/31/05  

   Query step 3 
indicates coding that 
determines when the 
claim was received 
by the MCO, not 
when it was paid by 
the plan. (Reference:  
Tab 8 of the WellPath 
documentation 
entitled, 
"Hysterectomy 
Report 
Specifications") 
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AUDIT 
ELEMENTS AUDIT SPECIFICATIONS MET

NOT
MET N/A COMMENTS 

10. Data Quality  Based on the IS process audit 
findings, are any of the data 
sources for this denominator 
inaccurate? 
 
Properly identified enrollees 

   WellPath uses Health 
Trio Express as its 
data sources for this 
measure. 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

Systematic sampling method is 
utilized  

   Sampling was not 
used for this 
measure. 

12. Sample Size  After exclusions, sample size is 
equal to (1) the appropriate 
reduced sample size, which 
used the current year's 
administrative rate pr preceding 
year's report rate, (2) the total 
population  

   Sampling was not 
used for this 
measure. 

13. Proper 
Substitution 
Methodology in 
Medical Record 
Review (If no 
exclusions were 
taken, check NA)  

Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data errors. 
 
Substitutions are made for 
properly excluded records and 
the percentage of substituted 
records was documented  

   Sampling was not 
used for this 
measure. 

 
ADDITIONAL QUESTIONS 
 

QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative 
data? 

  

Were members excluded for contraindications found during the medical 
record review? 

  

Were internally developed codes used?   
What range defines the impact of data incompleteness for this measure (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
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What is the direction of the bias?  Check one:  
No bias found in the review. 

Over-Reporting 
Under-Reporting 

COMMENTS: 
 WellPath coding determined only those claims that were paid within the reporting period were 

considered based on the corrective action plan in the previous year.   
 

Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
 Tab 8 of the WellPath documentation entitled, "Hysterectomy Report Specifications" 
 Performance Measures list provided by WellPath according to Performance Measure Validation 

Protocol 
 DMA contract with WellPath Select, Inc. Appendix V, "Statistical Reporting Requirements" 
 *  Onsite, phone interview with WellPath personnel. 
 

VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because WellPath did not have any Medicaid 
enrollees that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  
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Appendix C – Piedmont Performance Improvement Project Validation Report 
(Amended 11/06/06) 

 

Introduction 
MPRO conducted an independent external quality review of Piedmont Behavioral 
Healthcare (PBH) in accordance with the Balanced Budget Act of 1997. The primary 
purpose of the audit was to validate PBH’s performance improvement projects (PIPs) 
using the protocol titled Validating Performance Improvement Projects:  A Protocol for 
Use in Conducting Medicaid External Quality Review Activities. The results of this 
audit are written in this report.  
 
The review was performed in four steps.   The first step was a desk review of 
documents submitted to MPRO by PBH on August 1, 2006.  The second step occurred 
when MPRO, along with State representatives, met at PBH for a face to face 
assessment of their compliance with the regulatory requirements.   The onsite visit 
occurred on August 31, 2006.   Following the onsite, DMA agreed to allow PBH to re-
submit the PIPs for additional desk evaluation. The results of MPRO’s review showed 
the following findings: Improving resolution of complaints within established 
guidelines- Confidence in reported MCO PIP results and Improving Coordination of 
Care and Reducing Recidivism Rates in State Facilities- Low Confidence in reported 
MCO PIP results.  Then as suggested by MPRO, PBH submitted a corrective action 
plan with updated PIP reports on October 31, 2006. MPRO reviewed these PIPs and the 
findings contained within this report reflect the submitted changes. 
 
The findings are now as follows:   
 

 
 
The following sections include the validation worksheet for each PIP with MPRO’s final 
comments and recommendations.  

Study Topic Findings 

Improving resolution of complaints within 
established guidelines 

Confidence in reported MCO PIP results. 

Improving Coordination of Care and 
Reducing Recidivism Rates in State 
Facilities 

Low Confidence in reported MCO PIP 
results.  
  

11/06/06 Amended: 
Confidence in reported MCO PIP results. 
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  PERFORMANCE IMPROVEMENT PROJECT VALIDATION WORKSHEET 

 
Date(s) of evaluation:  08/15/06, 9/20/06, 10/31/06 
On-site Review: 08/31/06 
Final Report: 09/27/06 
 Amended 11/06/06 

 
Demographic Information  

MCO Name:  Piedmont Behavioral Healthcare  
Project Leader Name:  Darlene Steele 
Telephone Number / E-mail Address:  (704) 721-7000  / darlenes@pamh.com  
Name of Performance Improvement Project:  Increasing the Number of Complaints 

Resolved Within a Thirty Day Time Period 
Dates of Study Period:  04/01/2005   to  12/31/2005 
Documents Reviewed: Conducting Performance Improvement Project   

Summary – Non-clinical Improvement Project: 
Improving resolution of complaints within 
established guidelines.   

Type of Delivery System (check all that are applicable) 

 Staff Model  MCO Number of Medicaid Enrollees in MCO or 
PIHP:  

79,357 

 Network  PIHP Number of Medicaid/Medicare Dual Eligible 
Enrollees in MCO or PIHP:  

2.017 

 Direct IPA  Number of Medicaid Enrollees in Study:  79,357 

 IPA Organization  Total Number of MCO or PIHP Enrollees in 
Study:  

79,357 

(Identify Delivery 
System above for 
MCO) 

   

Number of MCO/PIHP primary care physicians:  NA 

Number of MCO/PIHP specialty physicians: NA 

Number of physicians in study: 603 
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I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  
 

Component/Standard  Y N N/A Comments  
1.1- Was the topic selected through 

data collection and analysis of 
comprehensive aspect of enrollee 
needs, care and services?  

   Piedmont selected the non-clinical 
topic “Improving the percentage of 
complaints handled and resolved 
within the thirty day guideline” as its 
targeted improvement project.  The 
narrative establishes the selection of 
the study topic that is based on 
feedback from consumers, providers 
and stakeholders.  Need to quantify 
the number (percentage) of 
consumers, provider and PBH 
components who rated complaints as 
a high priority for receiving “report 
card” information.  The study focus 
also seeks to improve the current 
complaint process so that complaints 
are handled appropriately, 
systematically and to track and trend 
issues within the PBH network.   
There is no reference to the collection 
of data to substantiate the need for the 
study.  
Recommendation:  Insert baseline 
data in the summary along with the 
results.  Add additional sources of 
information and/or literature reviews 
to support the study relevance to the 
Medicaid population.  In addition, 
demonstrate the link between 
consumer satisfaction and improving 
the turn around time for resolving and 
reducing the number of complaints.  
Expand the narrative to include how 
often complaints are monitored at 
PBH, who is responsible for this 
process, what committee monitors the 
process and how often are the results 
reported.  
Final Assessment:  
The PIP report was updated to include 
baseline data and study selection 
criteria. 
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Component/Standard  Y N N/A Comments  
1.2- Did the MCO’s PIPs over time 

address a broad spectrum of key 
aspects of enrollee care and 
services?   

   The focus of the study over time 
emphasizes an improvement in the 
process for resolving complaints 
received by PBH.  

1.3- Did the MCO’s PIPs over time 
include all enrolled populations; 
i.e., did not exclude certain 
enrollees such as those with 
special health care needs?  

   The study includes all consumers who 
issue a complaint through PBH.   
Recommendation:  Insert a statement 
reinforcing that this population 
includes consumers with special 
health needs.  
Final Assessment:  
The PIP report was updated to include 
a statement that this project includes 
consumers with special health needs. 

 
Step 2: REVIEW THE STUDY QUESTION(S)  

Component/Standard  Y N N/A Comments  
2.1- Was/were the study question(s) 

stated clearly in writing? 
   The study question as stated asks, 

“Will improving the process for 
managing complaints ensure that 
PBH handles and resolves 80% of 
complaints within the mandated thirty 
day guideline? “  The goal of the 
study is to resolve 80% of the 
complaints within 30-day as specified 
by contractual guidelines. 
Recommendation: Based on the 
results of the analysis of the baseline 
data, determine a quantifiable goal 
for the study such as an X% 
improvement in processing 
complaints within 30-days.  Identify 
the sources of data used to form the 
study question, i.e., describe what 
data is pulled, from what sources, 
how often the data is pulled and to 
whom the data is reported.  
Final Assessment:  
The PIP has been updated to reflect a 
quantifiable rate of improvement. 
Section 1.1 identifies the sources of 
data used to be from a complaints 
database.    
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Step 3: REVIEW SELECTED STUDY INDICATOR(S)  
 

Component/Standard  Y N N/A Comments  
3.1- Did the study use objective, clearly 

defined, measurable indicators?  
   The study description does not 

clearly define the study indicators or 
how they will measure process 
improvements.  Need to expand 
narrative in quantitative and 
qualitative terms such as explaining 
the numerator, denominator and 
measurement time frame for each 
indicator. 
Final Assessment: 
The PIP has been updated to include 
timeframes for data collection, 
definitions of the indicators to be 
analyzed, potential barriers, and 
section 6.1 describes how the 
indicators will be analyzed. 

3.1(a) – Was/were the indicator(s) 
related to identified health 
care guidelines pertinent to 
the study question? 

   The study topic is non-clinical.  

3.1(b) – Was this an important aspect of 
care to monitor that made a 
difference to the MCO’s / 
PIHP’s beneficiaries? 

   The study narrative makes the 
assumption that by improving the 
process of resolving complaints it 
will in turn improve consumer and 
provider satisfaction.     

3.1I – Were the data available either 
through administrative data, 
medical records or other 
readily accessible sources? 

   Need to specify the database for 
tracking complaints and describe its 
characteristics and capabilities.   
Final Assessment: 
Section 6.1 describes the database 
characteristics and capabilities. 

3.1(d) – Did limitations on the ability to 
collect the data skew the 
results? 

   No data provided. Need to describe if 
there are any challenges in the 
complaint resolution process that 
may skew the results, i.e., difficulty 
with customer service representatives 
coding complaints.   
Final Assessment: 
 The PIP has been updated to include 
potential barriers. 

3.1(e) – Did these indicators require 
explicit or implicit criteria? 

   Once the indicator description is 
expanded, it will contain clear and 
understandable criteria. 
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Component/Standard  Y N N/A Comments  
   
Final Assessment: 
The PIP has been updated to include 
clear and understandable criteria. 

3.2- Did the indicators measure changes 
in health status, functional status, 
or enrollee satisfaction, or 
processes of care with strong 
associations with improved 
outcomes?  

   Indicators will measure changes in 
the process of resolving complaints.   
 
 
 

 
Step 4: REVIEW THE IDENTIFIED STUDY POPULATION  

Component/Standard  Y N N/A Comments  
4.1- Did the MCO clearly define all 

Medicaid enrollees to whom the 
study question and indicators are 
relevant?  

   The study identifies that all 
complaints received by PBH will 
be monitored.  
Recommendation: Need to also 
expand the narrative to include 
information on the study periods.    

4.2- If the MCO studied the entire 
population, did its data collection 
approach capture all enrollees to 
whom the study question applied? 

   Study identifies that the data captures 
all consumers, family members, 
stakeholders, providers and 
community members who have filed 
a complaint.  

 
Step 5: REVIEW SAMPLING METHODS  

Component/Standard  Y N N/A Comments  
5.1- Did the sampling technique 

consider and specify the true (or 
estimated) frequency of occurrence 
of the event, the confidence 
interval to be used, and the margin 
of error that will be acceptable?  

    No sampling techniques were 
employed.  

5.2- Did the MCO employ valid 
sampling techniques that protected 
against bias?   

Specify the type of sampling or census 
used:  

    

5.3- Did the sample contain a sufficient 
number of enrollees?  
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Step 6: REVIEW DATA COLLECTION PROCEDURES  
 

Component/Standard  Y N N/A Comments  
6.1- Did the study design clearly 

specify the data to be collected?    
   Describe who will be entering the 

data into the complaint database, i.e. 
customer service representative, 
clinical staff or provider 
representatives. Add information on 
how the process is tracked through 
PBH.   Additional information is 
needed to identify how the measures 
will be analyzed and who receives the 
reports i.e., monitoring process 
outcomes monthly and whether 
reported to the QM committee and 
DMA?    
Final Assessment: 
The PIP has been updated to include 
the staff who will be entering data, 
how the data will be analyzed, the 
frequency of the analysis, and to who 
the information will be reported to.     

6.2- Did the study design clearly 
specify the sources of data?  

   The sources of data are described in 
the narrative.  
Recommendation:  Specify the date 
ranges for collecting the data.   
Final Assessment: 
The PIP has been updated to include 
date ranges for collecting data. 

6.3- Did the study design specify a 
systematic method of collecting 
valid and reliable data that 
represents the entire population to 
which the study’s indicators 
apply?  

   The study identified a systematic 
method of collecting data that 
represents the entire relevant 
population.   

6.4- Did the instruments for data 
collection provide for consistent, 
accurate data collection over the 
time periods studied?  

   Data collection is performed through 
queries into the PBH complaint 
database.    Explain the display 
format of the report used to collect 
data to emphasis the consistency and 
accuracy over time. 

6.5- Did the study design prospectively 
specify a data analysis plan?  

   Need to expand the data analysis plan 
to describe how the data will be 
analyzed.  
Final Assessment: 
The PIP has been updated describing 
how the data will be analyzed. 
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Component/Standard  Y N N/A Comments  
6.6- Were qualified staff and personnel 

used to collect the data?  
   Qualified staff are used to collect the 

data.  

 
Step 7: ASSESS IMPROVEMENT STRATEGIES  

Component/Standard  Y N N/A Comments  
7.1- Were reasonable interventions 

undertaken to address 
causes/barriers identified through 
data analysis and QI processes 
undertaken?   

   Study interventions need to be placed 
in chronological order.   Describe 
what committee is monitoring the 
process.   Do you need to track 
turnaround time monthly? Need to 
identify what actions steps will be 
taken to address barriers.  
Recommendation: Interventions need 
to be implemented after the baseline 
measurement time period.  
Final Assessment: 
The PIP has been updated to include 
a description of interventions in 
chronological order including 
potential future interventions.       

 
Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS  
 

Component/Standard  Y N N/A Comments  
8.1- Was an analysis of the findings 

performed according to the data 
analysis plan?  

    

8.2- Did the MCO present numerical 
PIP results and findings accurately 
and clearly?  

    

8.3- Did the analysis identify: initial 
and repeat measurements, 
statistical significance, factors that 
influence comparability of initial 
and repeat measurements, and 
factors that threaten internal and 
external validity?  

    

8.4- Did the analysis of study data 
include an interpretation of the 
extent to which its PIP was 
successful and the follow-up 
activities?  
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Step 9: ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT  
Component/Standard  Y N N/A Comments  

9.1- Was the same methodology as the 
baseline measurement used, when 
measurement was repeated?  

    

9.2- Was there any documented, 
quantitative improvement in 
processes or outcomes of care?  

    

9.3- Does the reported improvement in 
performance have “face” validity; 
i.e., does the improvement in 
performance appear to be the 
result of the planned quality 
improvement intervention?  

    

9.4- Is there any statistical evidence that 
any observed performance 
improvement is true improvement? 

    

 
Step 10: ASSESS SUSTAINED IMPROVEMENT  

Component/Standard  Y N N/A Comments  
10.1- Was sustained improvement 

demonstrated through repeated 
measurements over comparable 
time periods?  

     

 
ACTIVITY 2. VERIFYING STUDY FINDINGS (OPTIONAL)  

Component/Standard  Y N N/A  Comments  

1.    Were the initial study findings 
verified upon repeat 
measurements?  

 
 
 
 
 
 
 
 
 

    



Appendix C 

Appendix C– Piedmont PIP Validation Report  Page 79 

 
 

ACTIVITY 3. EVALUATE OVERALL VALIDITY AND RELIABILITY OF STUDY RESULTS: 
SUMMARY OF AGGREGATE VALIDATION FINDINGS AND SUMMARY 

               Y N N/A   

Totals 19 0 14  

Preliminary Assessment: 
The study narrative represents the start of a good study foundation as currently written.  Need to expand the 
narrative to provide the reader with sufficient information to evaluate the validity and reliability of the study. 
9-19-06 Final Assessment: 
The PIP worksheet has been updated to include all recommendations documented in the desk review and discussed 
during the onsite visit.  It is recommended that the information described in the worksheets be transferred into a 
final narrative report.  This report can then be utilized for education and as a marketing tool. 
11-06-06 Amendment: 
The updated report received on 10-31-06 is now in a narrative report form as recommended by MPRO. 

Check one:  High confidence in reported MCO PIP results   
Confidence in reported MCO PIP results  
 Low confidence in reported MCO PIP results  
 Reported MCO PIP results not credible  
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                      PERFORMANCE IMPROVEMENT PROJECT VALIDATION WORKSHEET 
 

Date(s) of evaluation:  08/14/06, 09/20/06, 10/31/06 
On-site Review: 08/31/06 
Final Report: 09/27/06 
 Amended 11/06/06 

 
Demographic Information  

MCO Name:  Piedmont Behavioral Healthcare  
Project Leader Name:  Darlene Steele 
Telephone Number / E-mail Address:  (704) 721-7000  / darlenes@pamh.com  
Name of Performance Improvement Project:  Improve Continuity of Care and Reduce 

Recidivism Rates in State Facilities 
Dates of Study Period: 04/01/2005   to  12/31/2005 
Documents Reviewed: Conducting Performance Improvement Project   

Summary – Improving Coordination of Care 
and Reducing Recidivism Rates in State 
Facilities.  

Type of Delivery System (check all that are applicable) 

 Staff Model  MCO Number of Medicaid Enrollees in MCO or 
PIHP:  

79,357 

 Network  PIHP Number of Medicaid/Medicare Dual Eligible 
Enrollees in MCO or PIHP:  

2.017 

 Direct IPA  Number of Medicaid Enrollees in Study:  79,357 

 IPA Organization  Total Number of MCO or PIHP Enrollees in 
Study:  

79,357 

(Identify Delivery 
System above for 
MCO) 

   

Number of MCO/PIHP primary care physicians:  NA 

Number of MCO/PIHP specialty physicians: NA 
Number of physicians in study: 603 
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I.  ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY  
Step 1. REVIEW THE SELECTED STUDY TOPIC(S)  
 

Component/Standard  Y N N/A Comments  
1.1- Was the topic selected through 

data collection and analysis of 
comprehensive aspect of enrollee 
needs, care and services?  

   Piedmont selected the clinical topic 
“Improving continuity of care and 
reducing recidivism rates in State 
facilities through the involvement of 
the Screening Triage and Referral 
(STR) Department via discharge 
planning as its targeted improvement 
project.  The study focus is to reduce 
recidivism by moving a consumer 
from a higher level of inpatient care 
through discharge planning, to where 
supports and services can be utilized 
to continue care.  There is no 
reference to the data collection to 
support the need for the study.  
Recommendation:  Insert baseline 
data in the summary along with the 
results.  Add additional sources of 
information and/or literature reviews 
to support the study relevance. 
Describe demographic characteristics 
of consumers impacted by the study.  
Describe in more detail what are the 
risks or potential consequences of 
continuing the current process.   
Final Assessment: 
Although the PIP has been updated to 
include data on the new detox. 
facility, complete baseline data is not 
included.  Example:  How many 
enrollees are affected by either crisis 
or substance abuse services per year?  
How many enrollees are referred to 
emergency departments and/or 
inpatient hospitals per year for crisis 
intervention? 
Amendment: 
Baseline data was included in the 
updated report received on 10-31-06. 
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Component/Standard  Y N N/A Comments  
1.2- Did the MCO’s PIPs over time 

address a broad spectrum of key 
aspects of enrollee care and 
services?   

   The clinical focus of the study over 
time addresses inpatient admissions 
and emphasizes continuity of care for 
consumers in crisis.  

1.3- Did the MCO’s PIPs over time 
include all enrolled populations; 
i.e., did not exclude certain 
enrollees such as those with 
special health care needs?  

   The study includes all consumers who 
are admitted and/or discharged from 
an inpatient hospitalization.  
Recommendation:  Insert a statement 
reinforcing that this population 
includes consumers with special 
health needs.  
 
Final Assessment: 
The PIP report has been updated to 
include a statement that this project 
includes consumers with special 
health needs. 

 
Step 2: REVIEW THE STUDY QUESTION(S)  
 

Component/Standard  Y N N/A Comments  
2.1- Was/were the study question(s) 

stated clearly in writing? 
   The study question clearly asks, 

“Does the involvement of the STR 
Department through the discharge 
planning process improve continuity 
of care and reduce recidivism rates in 
state facilities? “  However, the study 
questions needs to quantify a study 
goal.       
Recommendation: Based on the 
results of an analysis of the baseline 
data determine a quantitative goal for 
the study such as an X% decrease in 
recidivism rates.  Expand the 
narrative to describe what specific 
data is pulled from the administrative 
claims database.   
Final Assessment: 
The PIP report has been updated to 
include a quantifiable rate of 
improvement and the source of data 
to be administrative claims data. 
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Step 3: REVIEW SELECTED STUDY INDICATOR(S)  
 

Component/Standard  Y N N/A Comments  
3.1- Did the study use objective, clearly 

defined, measurable indicators?  
   The study description does not 

clearly define the study indicators or 
how they will measure outcomes of 
care.  Need to expand narrative in 
quantitative and qualitative terms 
such as explaining the numerator, 
denominator and measurement time 
frame for each indicator. 
Final Assessment: 
The PIP report has been updated to 
include objective, clearly defined, 
and measurable indicators. 

3.1(a) – Was/were the indicator(s) 
related to identified health 
care guidelines pertinent to 
the study question? 

   Need to provide information on how 
the indicators are related to health 
care guidelines and/or whether they 
have been piloted or field-tested.   
Final Assessment: 
The updated PIP report does not 
include the relationship of the 
indicators with health care 
guidelines. 
Amendment: 
The updated report received on 11-
01-06 indicates that the indicators are 
specific to PBH. 

3.1(b) – Was this an important aspect of 
care to monitor that made a 
difference to the MCO’s / 
PIHP’s beneficiaries? 

   The study supports the need to 
improve care provided to consumers 
by preventing an inpatient re-
admission.    

3.1(c) – Were the data available either 
through administrative data, 
medical records or other 
readily accessible sources? 

   Data will be collected from an 
administrative claims database.  

3.1(d) – Did limitations on the ability to 
collect the data skew the 
results? 

   No data was provided The study 
identifies that State hospitals bill 
through invoices not claims which 
can limit the accuracy of the data 
however; follow-up by the STR 
Department will improve the 
completeness of the data.  
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Component/Standard  Y N N/A Comments  
Final Assessment: 
The updated PIP report still does not 
include data to support the health 
plan’s statement indicated above. 
Amendment: 
The updated report indicates that 
‘much of the inpatient data will come 
from claims.  However, state 
hospitals bill via invoices, not 
claims.  However, follow up by the 
STR Department will improve the 
completeness of the data.’ 

3.1(e) – Did these indicators require 
explicit or implicit criteria? 

   Once the indicator description is 
expanded the criteria will become 
clear and understandable.  
Final Assessment: 
The indicators have been updated are 
clear and understandable.   

3.2- Did the indicators measure changes 
in health status, functional status, 
or enrollee satisfaction, or 
processes of care with strong 
associations with improved 
outcomes?  

   Indicators will measure changes in 
continuity of care due to involvement 
with the STR Department through 
discharge planning.   
 
 

 
 
Step 4: REVIEW THE IDENTIFIED STUDY POPULATION  

Component/Standard  Y N N/A Comments  
4.1- Did the MCO clearly define all 

Medicaid enrollees to whom the 
study question and indicators are 
relevant?  

   Recommendation:  Expand the 
narrative to include a description of 
the study population, i.e., ages, 
diagnosis codes, enrollment 
requirements if applicable, what 
services are monitored after 
discharge, average lengths of stay, 
and number of participating facilities.  
Include information on the current 
recidivism rates. 

4.2- If the MCO studied the entire 
population, did its data collection 
approach capture all enrollees to 
whom the study question applied? 

   The study identifies that the data 
captures all consumers who have 
received services from behavioral 
health and substance abuse inpatient 
and facility based crisis centers.   
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Step 5: REVIEW SAMPLING METHODS  
Component/Standard  Y N N/A Comments  

5.1- Did the sampling technique 
consider and specify the true (or 
estimated) frequency of occurrence 
of the event, the confidence 
interval to be used, and the margin 
of error that will be acceptable?  

   All consumers in the study who 
received identified services were 
used.  No sampling techniques were 
employed.  

5.2- Did the MCO employ valid 
sampling techniques that protected 
against bias?   

Specify the type of sampling or census 
used:  

    

5.3- Did the sample contain a sufficient 
number of enrollees?  

    

 
Step 6: REVIEW DATA COLLECTION PROCEDURES  
 

Component/Standard  Y N N/A Comments  
6.1- Did the study design clearly 

specify the data to be collected?    
   Describe how process measures will 

be monitored and used, i.e., 
automated through data collection. 
Additional information is needed to 
identify how the measures will be 
analyzed i.e., comparing recidivism 
outcomes of care for consumers 
admitted to an inpatient facility to 
consumers admitted to a crisis 
recovery center.    
Final Assessment: 
The PIP report has been updated to 
include the types of reports to be run 
for data collection.  

6.2- Did the study design clearly 
specify the sources of data?  

   The sources of data are described in 
the narrative.  
Recommendation:  Specify the date 
ranges for collecting the data.   
Final Assessment: 
The updated PIP report still does not 
include date ranges for collecting the 
data. 
Amendment: 
The updated report now includes date 
ranges for collecting the data. 
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Component/Standard  Y N N/A Comments  
6.3- Did the study design specify a 

systematic method of collecting 
valid and reliable data that 
represents the entire population to 
which the study’s indicators 
apply?  

   The study identified a systematic 
method of collecting data that 
represents the entire relevant 
population.   

6.4- Did the instruments for data 
collection provide for consistent, 
accurate data collection over the 
time periods studied?  

   Data collection is performed through 
claims, enrollment, and encounter 
data, invoices, treatment 
authorizations, referrals, state 
hospital data, Crisis Recovery Center 
data and STR follow-up data.   Need 
to provide information on the steps 
taken to ensure the process is 
consistent and collects accurate data 
over time.  Need to provide 
information on interrater reliability 
audits if applicable.  Study narrative 
indicates no data collection tools 
were used.  
Final Assessment: 
The PIP report has been updated to 
include the processes utilized to 
ensure consistency in data collection.   

6.5- Did the study design prospectively 
specify a data analysis plan?  

   The data analysis plan is specified. 

6.6- Were qualified staff and personnel 
used to collect the data?  

   Qualified staff is used to collect the 
data.  

 
Step 7: ASSESS IMPROVEMENT STRATEGIES  

Component/Standard  Y N N/A Comments  
7.1- Were reasonable interventions 

undertaken to address 
causes/barriers identified through 
data analysis and QI processes 
undertaken?   

   Study interventions need to be placed 
in chronological order.  Need to 
identify barriers and what actions 
steps will be taken.  
Recommendation: Interventions need 
to be implemented after the baseline 
measurement time period.   
Final Assessment: 
No changes were made to the updated 
PIP report.   
Amendment:   
The updated report describes the 
interventions and places them in 
chronological order. 
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Step 8: REVIEW DATA ANALYSIS AND INTERPRETATION OF STUDY RESULTS  

Component/Standard  Y N N/A Comments  
8.1- Was an analysis of the findings 

performed according to the data 
analysis plan?  

    

8.2- Did the MCO present numerical 
PIP results and findings accurately 
and clearly?  

    

8.3- Did the analysis identify: initial 
and repeat measurements, 
statistical significance, factors that 
influence comparability of initial 
and repeat measurements, and 
factors that threaten internal and 
external validity?  

    

8.4- Did the analysis of study data 
include an interpretation of the 
extent to which its PIP was 
successful and the follow-up 
activities?  

    

 
Step 9: ASSESS WHETHER IMPROVEMENT IS REAL IMPROVEMENT  

Component/Standard  Y N N/A Comments  
9.1- Was the same methodology as the 

baseline measurement used, when 
measurement was repeated?  

    

9.2- Was there any documented, 
quantitative improvement in 
processes or outcomes of care?  

    

Component/Standard  Y N N/A Comments  
9.3- Does the reported improvement in 

performance have “face” validity; 
i.e., does the improvement in 
performance appear to be the 
result of the planned quality 
improvement intervention?  

    

9.4- Is there any statistical evidence that 
any observed performance 
improvement is true improvement? 
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ACTIVITY 2. VERIFYING STUDY FINDINGS (OPTIONAL)  
Component/Standard  Y N N/A Comments  

1.    Were the initial study findings 
verified upon repeat 
measurements?  

    

 

ACTIVITY 3. EVALUATE OVERALL VALIDITY AND RELIABILITY OF STUDY RESULTS: 
SUMMARY OF AGGREGATE VALIDATION FINDINGS AND SUMMARY 

 Y N N/A   
Totals 20 0 13  

Preliminary Assessment: 
The study narrative represents the start of a good study foundation as currently written.  Need to set quantifiable 
goals and to expand the narrative to provide the reader with sufficient information to evaluate the validity and 
reliability of the study. 
Final Assessment and Recommendations: 
The PIP report has not been updated with all the recommendations documented in the desk review and discussed 
during the onsite visit.  The following are outstanding recommendations and are imperative to ensuring validity and 
reliability of the study.   

• (1.1) Insert baseline data in the summary along with the results.  Add additional sources of information 
and/or literature reviews to support the study relevance. Describe demographic characteristics of consumers 
impacted by the study.  Describe in more detail what are the risks or potential consequences of continuing 
the current process.   

• (3.1) (a) Provide information on how the indicators are related to health care guidelines and/or whether they 
have been piloted or field-tested.   

• (3.1) (d) Provide data that supports the statement that because the State hospitals bill through invoices not 
claims can limit the accuracy of the data 

• (6.2) Specify the date ranges for collecting the data.   
• (7.1) Place study interventions in chronological order, identifying barriers with documented interventions to 

address these barriers. 
It is also recommended that the information described in the worksheets be transferred into a final narrative report.  
This report can then be utilized for education and as a marketing tool. 
11-6-06 Amendment: 
The report has been updated with all the recommendations and is now in a narrative report form.  MPRO now finds 
‘Confidence’ in the reported PIP. 
Check one:  High confidence in reported MCO PIP results   

 Confidence in reported MCO PIP results  
 Low confidence in reported MCO PIP results  
 Reported MCO PIP results not credible  

Step 10: ASSESS SUSTAINED IMPROVEMENT  
Component/Standard  Y N N/A Comments  

10.1- Was sustained improvement 
demonstrated through repeated 
measurements over comparable 
time periods?  
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Appendix D – Piedmont Performance Measure Validation Report 
(Amended 10/26/06) 

Introduction 
MPRO conducted an independent external quality review of Piedmont Behavioral Healthcare in 
accordance with the Balanced Budget Act of 1997.  The primary purpose of the audit was to 
validate Piedmont’s Performance Measures (PMs) using the protocol titled Validating Performance 
Measures: A Protocol for Use in Conducting Medicaid External Quality Review Activities. The 
results of this audit are written in this report. The validation activities address: 

1. Review of the data management processes of the MCO; 
2. Evaluation of algorithmic compliance (the translation of captured data into actual statistics) 

with specifications defined by the State; and 
3. Verification of either the entire set or a sample of the State-specified performance measures 

to confirm that the reported results are based on accurate sources of information. 
 
The review was performed in three steps.  The first step was a desk top review of documents 
submitted to MPRO by Piedmont on July 31st, 2006.  The second step occurred when MPRO along 
with State representatives met at Piedmont for a face to face assessment of their compliance to the 
regulatory requirements.  The onsite visit occurred on August 31st, 2006.  During the onsite 
review, Piedmont provided clarification and information related to the Performance Measures as 
well as their information systems capabilities.  The third step was when Piedmont supplied MPRO 
with additional information on September 18th as follow up to questions from the onsite review.  
MPRO validated seven performance measures:  Follow-up After Hospitalization for Mental 
Illness; Mental Health Utilization; Chemical Dependency Utilization; Number of Consumers 
Moved from Institutional Care to Community Care; Initiation and Engagement of Alcohol and 
Other Drug Dependence Treatment; Utilization Management of the Provision of High Use 
Services; and Complaints/Grievances/Appeals. 
 
There are four possible validation findings for each performance measure as defined below. 
 
POSSIBLE VALIDATION FINDINGS 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because Piedmont did not have any Medicaid 
enrollees that qualified for the denominator 
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Summary of Findings 
On October 26, 2006 MPRO, Piedmont, and DMA had a conference call and Piedmont indicated 
that members cannot be disenrolled.  Because of this, two of the performance measures were 
updated to ‘Full Compliance’.  The findings of the performance measure validation activity are now 
as follows: 
 

Measure Findings 

Follow-up After Hospitalization for Mental Illness SC - Measure was substantially compliant 
with DMA specifications and had only minor 
deviations that did not significantly bias the 
reported rate. 
 
10/26/06 Amended: 
FC - Measure was fully compliant with DMA 
specifications. 

Mental Health Utilization FC - Measure was fully compliant with DMA 
specifications. 

Chemical Dependency Utilization FC - Measure was fully compliant with DMA 
specifications. 

Number of Consumers Moved from Institutional 
Care to Community Care 

FC - Measure was fully compliant with DMA 
specifications. 

Initiation and Engagement of Alcohol and Other 
Drug Dependence Treatment 

SC - Measure was substantially compliant 
with DMA specifications and had only minor 
deviations that did not significantly bias the 
reported rate. 
 
10/26/06 Amended: 
FC - Measure was fully compliant with DMA 
specifications. 

Utilization Management of the Provision of High 
Use Services 

FC - Measure was fully compliant with DMA 
specifications. 

Complaints/Grievances/Appeals FC - Measure was fully compliant with DMA 
specifications. 

 
All documentation relating to the Information Systems Capabilities Assessment is satisfactory.  
 
The definitions for the compliance determinations are listed below. 
 
DEFINITIONS 
Met:      The MCO’s measurement and reporting process was fully compliant with State 

specifications. 
Not Met: The MCO’s measurement and reporting process was not compliant with State 

specifications.  This data element should be used for any audit element that deviates 
from the State specifications, regardless of the impact of the deviation on the final rate.  
All audit elements with this designation must include an explanation of the deviation in 
the comments section. 

N/A:      The audit element was not applicable to the MCO’s measurement and reporting process. 
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
(Amended 10/26/06) 

 
PERFORMANCE MEASURE:   Follow-up After Hospitalization for 

Mental Illness 
 

METHODOLOGY FOR CALCULATING 
MEASURE: (check one) Administrative 

Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT 

SPECIFICATIONS 
MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming 
specifications exist that 
include data sources, 
programming logic, and 
computer source codes 

   csp_report_INPfollow_28-
1 specifies all codes.  

DENOMINATOR  
1. Population  • Medicaid population 

appropriately segregated 
from commercial/Medicare 
 
• Population defined as 
effective Medicaid 
enrollment as of December 
31, 2005  

   Separate reports to be 
generated for (1) Medicaid 
(2) other.  n-tiered model 
code incorporates the 
population specifications. 

2. Geographic 
Area  

• Includes only Medicaid 
enrollees served in 
specified counties 

   Receives claims for these 
counties only 

3. Age & Sex  • Age specified 
 
• All genders selected  

   csp_report_INPfollow_28-
1 specifies all codes, with 
age > 6years at the date 
of discharge. 
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AUDIT 
ELEMENTS 

AUDIT 
SPECIFICATIONS 

MET NOT
MET

N/A COMMENTS 

4. Enrollment 
Calculation  

• Were members of plan as 
of 12/31/05  
 
• Were continuously 
enrolled for up to 30 days 
from date of discharge  

   csp_report_INPfollow_28-
1 specifies all codes.   
However, the 
programming logic does 
not incorporate continuous 
enrollment up to 30 days 
from date of discharge.  
MPRO recommends that 
the denominator be 
corrected to include this 
requirement. 
 
10/26/06-Piedmont 
indicates that members 
can not be disenrolled. 

5. Data Quality • Based on the IS process 
audit findings, are any of 
the data sources for this 
denominator inaccurate?  

   Piedmont uses claims that 
have been processed and 
approved for payment to 
the Great Plains 
Accounting System in 
batches.  Claims passing 
from the CI system to the 
Great Plains AP Module 
are verified by the CI 
report entitled, “CI Invoice 
by Great Plains Batch”, 
when the data transfer is 
completed.   

6. Proper 
Exclusion 
Methodology 
in 
Administrative 
Data (if no 
Exclusions 
were taken, 
check NA)  

• Exclusions were 
performed according to 
current specifications  
 
• Duplicate members 
identified with multiple date 
spans for eligibility are 
consolidated into one 
member record 

   Exclusion criteria are 
applied appropriately.  
Queries used to determine 
the denominator removes 
duplicates. 

NUMERATOR  
7. Administrative 

Data: 
Counting 
Clinical 
Events  

• Standard codes listed in 
specifications or properly 
map  internally developed 
codes were used 
 
• Members are counted 
only once; double counting 
of New Member 
Assessment was 
prevented  

   Standard codes specified 
under Section III D.44 PI 
#28 Script.  All members 
counted once with no 
double counting. 
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AUDIT 
ELEMENTS 

AUDIT 
SPECIFICATIONS 

MET NOT
MET

N/A COMMENTS 

8. Medical 
Review 
Documentatio
n Standards  

Record abstraction tool 
required notation of the 
date that the New Member 
Assessment was 
performed  

   Medical Record Review 
was not used for this 
measure. 

9. Time Period  • All discharges in MH 
diagnoses group on or 
between 1/1/05 & 12/1/05.  
Must have ambulatory MH 
claim or intermediate 
treatment with a MH 
practitioner within 1/1/05 & 
12/31/05 

   Standard codes specified 
under Section III D.44 PI 
#28 Script defines the 
specifications. 

10. Data Quality  • Properly identify 
enrollees  
 
• Based on the IS process 
audit findings, are any of 
the data sources used for 
this numerator inaccurate? 

   Standard codes specified 
under Section III D.44 PI 
#28 Script defines the 
specifications.  Data 
quality fairly accurate. 
 
 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling 
method is utilized  

   Sampling was not used for 
this measure. 

12. Sample Size  • After exclusions, sample 
size is equal to (1) the 
appropriate reduced 
sample size, which used 
the current year's 
administrative rate pr 
preceding year's report 
rate, (2) the total 
population  

   Sampling was not used for 
this measure. 

13. Proper 
Substitution 
Methodology 
in Medical 
Record 
Review (If no 
exclusions 
were taken, 
check NA)  

• Only exclude members 
for whom medical record 
review revealed (1) 
contraindications that 
correspond to the codes 
listed in appropriate 
specifications or (2) data 
errors. 
 
• Substitutions are made 
for properly excluded 
records and the 
percentage of substituted 
records was documented  

   Sampling was not used for 
this measure. 
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ADDITIONAL QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative data?   
Were members excluded for contraindications found during the medical record 
review? 

  

Were internally developed codes used?   
 

What range defines the impact of data incompleteness for this measure? (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one: 
 

Over-Reporting 
Under-Reporting 

COMMENTS 
The percentage of data that is incomplete is so insignificant that it does not cause any alarm. 

Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
Programming logic does not incorporate continuous enrollment up to 30 days from date of 
discharge.  This might cause some bias in the estimated rate because not all Medicaid enrollees 
would then be eligible for the measure. 
 
10/26/06- Piedmont indicates that members can not be disenrolled.  Members will always either 
have Medicaid or State funding.  In the future, Piedmont should develop a process to differentiate 
between the two populations: Medicaid and State funded. 
 

VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because Piedmont did not have any Medicaid 
enrollees that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   Mental Health Utilization 
 

METHODOLOGY FOR CALCULATING 
MEASURE: (check one) Administrative 

Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT SPECIFICATIONS MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes 

   csp_report_utilzati
on_PF_29_30 
specifies the 
programming code 
that includes this 
measure. 

DENOMINATOR  
1. Population  • Medicaid population 

appropriately segregated from 
commercial/Medicare  
 
• Population defined as effective 
Medicaid enrollment as of 
December 31, 2005  

   Separate reports to 
be generated for 
(1) Medicaid (2) 
other.  N-tiered 
model code 
incorporates the 
population 
specifications. 

2. Geographic 
Area  

• Includes only Medicaid 
enrollees served in specified 
counties 

   Receives claims 
for these counties 
only. 

3. Age & Sex  • Members of all ages & sex    csp_report_utilzati
on_PF_29_30 
specifies all ages 
and sex. 

4. Enrollment 
Calculation  

• Were members of plan as of 
12/31/05 

   csp_report_utilzati
on_PF_29_30 
specifies 
enrollment for this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

5. Data Quality  • Based on the IS process audit 
findings, are any of the data 
sources for this denominator 
inaccurate?  

   Piedmont uses 
claims that have 
been processed 
and approved for 
payment to the 
Great Plains 
Accounting System 
in batches.  Claims 
passing from the 
CI system to the 
Great Plains AP 
Module are verified 
by the CI report 
entitled, “CI Invoice 
by Great Plains 
Batch”, when the 
data transfer is 
completed. 

6. Proper 
Exclusion 
Methodology in 
Administrative 
Data (if no 
Exclusions 
were taken, 
check NA)  

• Only members with 
contraindications or data errors 
may be excluded.  
 
• Contraindication exclusions 
are allowed only as per current 
State specifications  
 
• Only the codes listed in 
specifications are counted as 
contraindications  

   Calculation of the 
measure does not 
involve the 
exclusion of 
contraindications. 

NUMERATOR  
7. Administrative 

Data: Counting 
Clinical Events  

• Members are counted only 
once; double counting of 
CSHCN is prevented  

   Standard Codes 
specified under 
Section III D.4 PI 
#29; no double 
counting. 

8. Medical Review 
Documentation 
Standards  

Record abstraction tool required 
notation of the date that the 
CSHCN was performed  

   Medical Record 
Review was not 
used for this 
measure. 

9. Time Period  The number of members 
receiving any mental health 
services, inpatient mental health 
services, intermediate mental 
health services, and ambulatory 
mental health services during 
1/1/2005 - 12/31/2005 

   Standard Codes 
specified under 
Section III D.4 PI 
#29. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

10. Data Quality  Properly identify enrollees     Standard Codes 
specified under 
Section III D.4 PI 
#29 defines the 
specifications.  
Data quality fairly 
accurate. 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling method 
is utilized  

   Sampling was not 
used for this 
measure. 

12. Sample Size  • After exclusions, sample size 
is equal to (1) the appropriately 
reduced sample size, which 
used the current year’s 
administrative rate or preceding 
year’s reported rate, or (2) the 
total population  

   Sampling was not 
used for this 
measure. 

13. Proper 
Substitution 
Methodology 
in Medical 
Record 
Review (If no 
exclusions 
were taken, 
check NA)  

• Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data errors.
 
• Substitutions are made for 
properly excluded records and 
the percentage of substituted 
records was documented  

   Sampling was not 
used for this 
measure. 

 
ADDITIONAL QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative data?   
Were members excluded for contraindications found during the medical record 
review? 

  

Were internally developed codes used?   
 

What range defines the impact of data incompleteness for this measure? (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one: 
 

Over-Reporting 
Under-Reporting 
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COMMENTS 
The percentage of data that is incomplete is so insignificant that it does not cause any alarm 

 
Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
Internal reports (claims processing III.D.1) and PBHC software assessment summary logs. 

 

VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because Piedmont did not have any Medicaid 
enrollees that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   Chemical Dependency Utilization 
 

METHODOLOGY FOR CALCULATING 
MEASURE: (check one) Administrative 

Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT SPECIFICATIONS MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes 

   csp_report_utilzation
_PF_29_30 specifies 
the programming 
code that includes 
this measure. 

DENOMINATOR  
1. Population  • Medicaid population 

appropriately segregated from 
commercial and Medicare.  
 
• Population defined as effective 
Medicaid enrollment as of 
December 31, 2005.  

   Separate reports to 
be generated for (1) 
Medicaid (2) other.  
n-tiered model code 
incorporates the 
population 
specifications. 

2. Geographic 
Area  

• Includes only Medicaid 
enrollees served in specified 
counties 

   Receives claims for 
these counties only. 

3. Age & Sex  • Members of all ages & sex    csp_report_utilzation
_PF_29_30 specifies 
all ages and sex. 

4. Enrollment 
Calculation  

• Were members of plan as of 
12/31/05 

   csp_report_utilzation
_PF_29_30 specifies 
enrollment for this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

5. Data Quality  • Based on the IS process audit 
findings, are any of the data 
sources for this denominator 
inaccurate?  

   Piedmont uses 
claims that have 
been processed and 
approved for 
payment to the Great 
Plains Accounting 
System in batches.  
Claims passing from 
the CI system to the 
Great Plains AP 
Module are verified 
by the CI report 
entitled, “CI Invoice 
by Great Plains 
Batch”, when the 
data transfer is 
completed.   

6. Proper 
Exclusion 
Methodology 
in 
Administrative 
Data (if no 
Exclusions 
were taken, 
check NA)  

• Only members with 
contraindications or data errors 
may be excluded.  
 
• Contraindication exclusions 
are allowed only as per current 
State specifications  
 
• Only the codes listed in 
specifications are counted as 
contraindications  

   Calculation of the 
measure does not 
involve the exclusion 
of contraindications. 

NUMERATOR  
7. Administrative 

Data: 
Counting 
Clinical 
Events  

• Members are counted only 
once; double counting is 
prevented. 

   Standard Codes 
specified under 
Section III D.4 PI 
#30; no double 
counting. 

8. Medical 
Review 
Documentatio
n Standards  

Record abstraction tool required 
notation of the date that the 
abstraction was performed. 

   Medical Record 
Review was not used 
for this measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

9. Time Period  The number of members with 
an alcohol and other drug 
(AOD) claim who received any 
chemical dependency (CD) 
services, inpatient chemical 
dependency services, 
intermediate chemical 
dependency services, or 
ambulatory chemical 
dependency services during 
1/1/2005 - 12/31/2005. 

   Standard Codes 
specified under 
Section III D.4 PI 
#30; no double 
counting. 

10. Data Quality  Properly identify enrollees     Standard Codes 
specified under 
Section III D.4 PI #30 
defines the 
specifications.  Data 
quality is fairly 
accurate. 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling method 
is utilized  

   Sampling was not 
used for this 
measure. 

12. Sample Size  • After exclusions, sample size 
is equal to (1) the appropriately 
reduced sample size, which 
used the current year’s 
administrative rate or preceding 
year’s reported rate, or (2) the 
total population  

   Sampling was not 
used for this 
measure. 

13. Proper 
Substitution 
Methodology 
in Medical 
Record 
Review (If no 
exclusions 
were taken, 
check NA)  

• Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data errors.
 
• Substitutions are made for 
properly excluded records and 
the percentage of substituted 
records was documented  

   Sampling was not 
used for this 
measure. 

 
ADDITIONAL QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative data?   
Were members excluded for contraindications found during the medical record 
review? 

  

Were internally developed codes used?   
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What range defines the impact of data incompleteness for this measure? (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one: 
 

Over-Reporting 
Under-Reporting 

COMMENTS 
The percentage of data that is incomplete is so insignificant that it does not cause any alarm 

 
Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
Internal reports (claims processing III.D.1) and PBHC software assessment summary logs. 

 

VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only minor 
deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because Piedmont did not have any Medicaid enrollees 
that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   Number of Consumers Moved from 
Institutional Care to Community 
Care 

 
METHODOLOGY FOR CALCULATING 
MEASURE: (check one) Administrative 

Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT SPECIFICATIONS MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes 

   PBH annual report 
includes an 
attachment with 
unduplicated count of 
consumers eligible 
for C-waivers, the 
client identifier with 
discharge date, 
facility type and 
name of the facility. 

DENOMINATOR  
1. Population  • Medicaid population 

appropriately segregated from 
commercial/Medicare  
 
• Population defined as effective 
Medicaid enrollment as of 
December 31, 2005  

   Separate reports to 
be generated for (1) 
Medicaid (2) other.  
n-tiered model code 
incorporates the 
population 
specifications 

2. Geographic 
Area  

• Includes only Medicaid 
enrollees served in specified 
counties 

   Receives claims for 
specific counties only 

3. Age & Sex  • Members of all ages & sex    csp_report_utilzation
_PF_32 specifies all 
ages and sex 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

4. Enrollment 
Calculation  

• Were members of plan as of 
12/31/05 

   csp_report_utilzation
_PF_32 specifies 
enrollment for this 
measure 

5. Data Quality • Based on the IS process audit 
findings, are any of the data 
sources for this denominator 
inaccurate?  

   Piedmont uses 
claims that have 
been processed and 
approved for 
payment to the Great 
Plains Accounting 
System in batches.  
Claims passing from 
the CI system to the 
Great Plains AP 
Module are verified 
by the CI report 
entitled, “CI Invoice 
by Great Plains 
Batch”, when the 
data transfer is 
completed.   

6. Proper 
Exclusion 
Methodology 
in 
Administrative 
Data (if no 
Exclusions 
were taken, 
check NA)  

• Only members with 
contraindications or data errors 
may be excluded.  
 
• Contraindication exclusions 
are allowed only as per current 
State specifications  
 
• Only the codes listed in 
specifications are counted as 
contraindications 

   Calculation of the 
measure does not 
involve the exclusion 
of contraindications. 

NUMERATOR  
7. Administrative 

Data: 
Counting 
Clinical 
Events  

Members are counted only 
once; double counting is 
prevented  

   Standard Codes 
specified under 
Section III D.4 PI 
#32; no double 
counting 

8. Medical 
Review 
Documenta-
tion Standards  

Record abstraction tool required 
notation of the date that the 
abstraction was performed  

   Medical Record 
Review was not used 
for this measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

9. Time Period  The number of members with 
an alcohol and other drug 
(AOD) claim who received any 
chemical dependency (CD) 
services, inpatient chemical 
dependency services, 
intermediate chemical 
dependency services, or 
ambulatory chemical 
dependency services during 
1/1/2005 - 12/31/2005 

   Standard Codes 
specified under 
Section III D.4 PI 
#32; no double 
counting 

10. Data Quality  Properly identify enrollees     Standard Codes 
specified under 
Section III D.4 PI #32 
defines the 
specifications.  Data 
quality fairly accurate 
 
 
 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling method 
is utilized  

   Sampling was not 
used for this 
measure. 

12. Sample Size  • After exclusions, sample size 
is equal to (1) the appropriate 
reduced sample size, which 
used the current year's 
administrative rate pr preceding 
year's report rate, (2) the total 
population  

   Sampling was not 
used for this 
measure. 

13. Proper 
Substitution 
Methodology in 
Medical Record 
Review (If no 
exclusions were 
taken, check NA)  

• Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data errors.
 
• Substitutions are made for 
properly excluded records and 
the percentage of substituted 
records was documented  

   Sampling was not 
used for this 
measure. 

 
ADDITIONAL QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative 
data? 

  

Were members excluded for contraindications found during the medical record 
review? 

  

Were internally developed codes used?   
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What range defines the impact of data incompleteness for this measure? (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one: 
 

Over-Reporting 
Under-Reporting 

COMMENTS 
The percentage of data that is incomplete is so insignificant that it does not cause any alarm 

 
Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
Internal reports (claims processing III.D.1) and PBHC software assessment summary logs. 

 

VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because Piedmont did not have any Medicaid 
enrollees that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
(Amended 10/26/06) 

 
PERFORMANCE MEASURE:   Initiation and Engagement of Alcohol 

and Other Drug Dependence 
Treatment 

 
METHODOLOGY FOR CALCULATING 
MEASURE: (check one) Administrative 

Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT SPECIFICATIONS MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data sources, 
programming logic, and 
computer source codes 

   csp_report_AOD_PF
33 1 specifies the 
programming code 
that includes this 
measure.  

DENOMINATOR  
1. Population  • Medicaid population 

appropriately segregated from 
commercial/Medicare  
 
• Population defined as effective 
Medicaid enrollment as of 
December 31, 2005  

   Separate reports to 
be generated for (1) 
utilization (2) other.  
N-tiered model code 
incorporates the 
population 
specifications. 

2. Geographic 
Area  

• Includes only Medicaid 
enrollees served in specified 
counties 

   Receives claims for 
these counties only. 

3. Age & Sex  • Members of ages 13 and over 
& both genders 

   csp_report_AOD_PF
33 1 specifies the 
programming code 
that includes this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

4. Enrollment 
Calculation  

• Were members of plan as of 
12/31/05 and continuous 
enrollment for specific 
timeframes 

   csp_report_utilzation
_PF_29_30 specifies 
enrollment for this 
measure; however 
members need to be 
continuously enrolled 
60 days prior through 
44 days after the 
Index Episode Start 
Date. MPRO 
recommends that the 
denominator be 
corrected to meet 
this requirement. 
 
10/26/06- Piedmont 
indicates that 
members can not be 
disenrolled. 

5. Data Quality  • Based on the IS process audit 
findings, are any of the data 
sources for this denominator 
inaccurate?  

   Piedmont uses 
claims that have 
been processed and 
approved for 
payment to the Great 
Plains Accounting 
System in batches.  
Claims passing from 
the CI system to the 
Great Plains AP 
Module are verified 
by the CI report 
entitled, “CI Invoice 
by Great Plains 
Batch”, when the 
data transfer is 
completed.   

6. Proper 
Exclusion 
Methodology in 
Administrative 
Data (if no 
Exclusions 
were taken, 
check NA)  

• Only members with 
contraindications or data errors 
may be excluded.  
 
• Contraindication exclusions 
are allowed only as per current 
State specifications  
 
• Only the codes listed in 
specifications are counted as 
contraindications  
 
 
 
 

   All exclusions 
incorporated. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

NUMERATOR  
7. Administrative 

Data: Counting 
Clinical Events  

• Standard codes listed in 
specifications or properly map  
internally developed codes were 
used 
 
• Members are counted only 
once; double counting of New 
Member Assessment was 
prevented  

   Standard Codes 
specified under 
Section III D.4 PI 
#33; no double 
counting. 

8. Medical Review 
Documentation 
Standards  

Record abstraction tool required 
notation 

   Medical Record 
Review was not used 
for this measure. 

9. Time Period  The number of members with 
initiation or treatment of AOD 
1/1/2005 – 12/31/2005 

   Standard Codes 
specified under 
Section III D.4 PI 
#33. 

10. Data Quality  Properly identify enrollees     Standard Codes 
specified under 
Section III D.4 PI #33 
defines the 
specifications.  Data 
quality fairly 
accurate. 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling method 
is utilized  

   Sampling was not 
used for this 
measure. 

12. Sample Size  • After exclusions, sample size 
is equal to (1) the appropriately 
reduced sample size, which 
used the current year’s 
administrative rate or preceding 
year’s reported rate, or (2) the 
total population  

   Sampling was not 
used for this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT SPECIFICATIONS MET NOT
MET

N/A COMMENTS 

13. Proper 
Substitution 
Methodology in 
Medical Record 
Review (If no 
exclusions were 
taken, check NA)  

• Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data errors.
 
• Substitutions are made for 
properly excluded records and 
the percentage of substituted 
records was documented  

   Sampling was not 
used for this 
measure. 

 
ADDITIONAL QUESTIONS 
 

QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative data?   
Were members excluded for contraindications found during the medical record 
review? 

  

Were internally developed codes used?   
 

What range defines the impact of data incompleteness for this measure? (Check one) 
0 - 5 percentage points 
>5 - 10 percentage points 
>10 - 20 percentage points 
>20 - 40 percentage points 
>40 percentage points 
Unable to determine 
What is the direction of the bias?  Check one: 
 

Over-Reporting 
Under-Reporting 

COMMENTS 
The percentage of data that is incomplete is so insignificant that it does not cause any alarm 

 
Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
Programming logic does not incorporate continuous enrollment 60 days prior through 44 days after 
the Index Episode Start Date.  This might cause some bias in the estimated rate because not all 
Medicaid enrollees would then be eligible for the measure. 
 
10/26/06- Piedmont indicates that members can not be disenrolled.  The members will always either 
have Medicaid or State funding.  In the future, Piedmont should develop a process to differentiate 
between the two populations: Medicaid and State funded. 
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VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which no 
rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because Piedmont did not have any Medicaid 
enrollees that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   Utilization Management of the 
Provision of High Use Services 

 
METHODOLOGY FOR CALCULATING 
MEASURE: (check one) Administrative 

Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT 

SPECIFICATIONS 
MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data 
sources, programming logic, 
and computer source codes 

   csp_report_high_use_s
rvc_PF_34-1 specifies 
the programming code 
that includes this 
measure. 

DENOMINATOR  
1. Population  • Medicaid population 

appropriately segregated from 
commercial/Medicare  
 
• Population defined as 
effective Medicaid enrollment 
as of December 31, 2005  

   Separate reports to be 
generated for (1) 
Medicaid (2) other.  n-
tiered model code 
incorporates the 
population 
specifications. 

2. Geographic 
Area  

• Includes only Medicaid 
enrollees served in specified 
counties 

   Receives claims for 
these counties only. 

3. Age & Sex  • Members of all ages & sex    csp_report_high_use_s
rvc_PF_34-1 specifies 
all ages and sex. 

4. Enrollment 
Calculation  

• Were members of plan as of 
12/31/05 

   csp_report_high_use_s
rvc_PF_34-1 specifies 
enrollment for this 
measure. 
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AUDIT 
ELEMENTS 

AUDIT 
SPECIFICATIONS 

MET NOT
MET

N/A COMMENTS 

5. Data Quality  • Based on the IS process 
audit findings, are any of the 
data sources for this 
denominator inaccurate?  

   Piedmont uses claims 
that have been 
processed and 
approved for payment 
to the Great Plains 
Accounting System in 
batches.  Claims 
passing from the CI 
system to the Great 
Plains AP Module are 
verified by the CI report 
entitled, “CI Invoice by 
Great Plains Batch”, 
when the data transfer 
is completed.   

6. Proper 
Exclusion 
Methodology 
in 
Administrative 
Data (if no 
Exclusions 
were taken, 
check NA)  

• Only members with 
contraindications or data 
errors may be excluded.  
 
• Contraindication exclusions 
are allowed only as per 
current State specifications  
 
• Only the codes listed in 
specifications are counted as 
contraindications  

   Calculation of the 
measure does not 
involve the exclusion of 
contraindications. 

NUMERATOR  
7. Administrative 

Data: 
Counting 
Clinical 
Events  

• Members are counted only 
once; double counting is 
prevented  

   Standard Codes 
specified under Section 
III D.4 PI #34; no 
double counting. 

8. Medical 
Review 
Documentatio
n Standards  

Record abstraction tool 
required notation of the date 
that the abstraction was 
performed  

   Medical Record Review 
was not used for this 
measure. 

9. Time Period  The number of members 
receiving personal care 
services, habilitation and 
respite services during 
1/1/2005 - 12/31/2005 

   Standard Codes 
specified under Section 
III D.4 PI #34; no 
double counting. 
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AUDIT 
ELEMENTS 

AUDIT 
SPECIFICATIONS 

MET NOT
MET

N/A COMMENTS 

10. Data Quality  Properly identify enrollees     Standard Codes 
specified under Section 
III D.4 PI #34 defines 
the specifications.  
Data quality fairly 
accurate 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling 
method is utilized  

   Sampling was not used 
for this measure. 

12. Sample Size  • After exclusions, sample 
size is equal to (1) the 
appropriately reduced sample 
size, which used the current 
year’s administrative rate or 
preceding year’s reported 
rate, or (2) the total population 

   Sampling was not used 
for this measure. 

13. Proper 
Substitution 
Methodology 
in Medical 
Record 
Review (If no 
exclusions 
were taken, 
check NA)  

• Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data 
errors. 
 
• Substitutions are made for 
properly excluded records 
and the percentage of 
substituted records was 
documented  

   Sampling was not used 
for this measure. 

 
 

ADDITIONAL QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative 
data? 

  

Were members excluded for contraindications found during the medical record 
review? 

  

Were internally developed codes used?   
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What range defines the impact of data incompleteness for this measure? (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one: 
 

Over-Reporting 
Under-Reporting 

COMMENTS 
The percentage of data that is incomplete is so insignificant that it does not cause any alarm 

 
Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 

COMMENTS: 
Internal reports (claims processing III.D.1) and PBHC software assessment summary logs. 

 

VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which 
no rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because Piedmont did not have any Medicaid 
enrollees that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  
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PERFORMANCE MEASURMENT VALIDATION WORKSHEET 
 

PERFORMANCE MEASURE:   Complaints / Grievances / Appeals 
 

METHODOLOGY FOR 
CALCULATING MEASURE: (check 
one) 

Administrative 
Hybrid 
Medical Record 

 
AUDIT 

ELEMENTS 
AUDIT 

SPECIFICATIONS 
MET NOT

MET
N/A COMMENTS 

Documentation Appropriate and complete 
measurement plans and 
programming specifications 
exist that include data 
sources, programming logic, 
and computer source codes 

   PBH Quarterly 
Complaints, 
Grievance and 
Appeals Report 
generates log for the 
received and 
resolved dates, 
complaint type, 
resolved outcome 
and number of days 
to resolve.  The 
grievance report 
contains the category 
of grievance, level 
and finding; and the 
appeals report with a 
breakdown of 
appeals by MHSA 
and DD the level of 
review and the 
outcome. 

DENOMINATOR  
1. Population  • Medicaid population 

appropriately segregated 
from commercial/Medicare  
 
• Population defined as 
effective Medicaid enrollment 
as of December 31, 2005  

   Piedmont Binder 
Section III D.4 #67 
DMA Quarterly 
Complaint Report 
contains logic for 
plans and 
programming. 

2. Geographic 
Area  

• Includes only Medicaid 
enrollees served in specified 
counties 

   Receives claims for 
specific counties 
only. 

3. Age & Sex  • Age specified 
 
• All genders selected  

   Measure is not 
dependent on age or 
gender factors. 
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AUDIT 
ELEMENTS 

AUDIT 
SPECIFICATIONS 

MET NOT
MET

N/A COMMENTS 

4. Enrollment 
Calculation  

• Were members of plan as of 
12/31/05  
 

   Piedmont Binder 
Section III D.4 #67 
DMA Quarterly 
Complaint Report 
contains logic for 
plans and 
programming. 

5.Data Quality  • Based on the IS process 
audit findings, are any of the 
data sources for this 
denominator inaccurate?  

   Piedmont Binder 
Section III D.4 #67 
DMA Quarterly 
Complaint Report 
contains logic for 
plans and 
programming 

6. Proper 
Exclusion 
Methodology in 
Administrative 
Data (if no 
Exclusions 
were taken, 
check NA)  

• Exclusions were performed 
according to current 
specifications  
 
• Duplicate members 
identified with multiple date 
spans for eligibility are 
consolidated into one 
member record 

   Calculation of the 
measure does not 
involve the exclusion 
of contraindications. 

NUMERATOR  
7. Administrative 

Data: Counting 
Clinical Events  

• Standard codes listed in 
specifications or properly map  
internally developed codes 
were used 
 
• Members are counted only 
once; double counting of New 
Member Assessment was 
prevented  

   PBH Quarterly 
Complaints, 
Grievance and 
Appeals Report 
generates log for the 
received and 
resolved dates, 
complaint type, 
resolved outcome 
and number of days 
to resolve.  The 
grievance report 
contains the category 
of grievance, level 
and finding; and the 
appeals report with a 
breakdown of 
appeals by MHSA 
and DD the level of 
review and the 
outcome. 

8. Medical Review 
Documentation 
Standards  

Record abstraction tool 
required notation of the date 
that the New Member 
Assessment was performed  

   Medical Record 
Review was not used 
for this measure. 
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AUDIT 
ELEMENTS 

AUDIT 
SPECIFICATIONS 

MET NOT
MET

N/A COMMENTS 

9. Time Period  The number of members 
enrolled between 1/1/2005 
and 12/31/2005. 

   PBH claims 
processing check 

10. Data Quality  • Properly identify enrollees  
 
• Based on the IS process 
audit findings, are any of the 
data sources used for this 
numerator inaccurate?  

   PBH claims 
processing check on 
quality assures 
accuracy. 

SAMPLING  IF ADMINISTRATIVE METHOD WAS USED, CHECK N/A FOR 
AUDIT ELEMENTS 11, 12 AND 13 

11. Unbiased 
Sample  

• Systematic sampling 
method is utilized  

   Sampling was not 
used for this 
measure. 

12. Sample Size  • After exclusions, sample 
size is equal to (1) the 
appropriately reduced sample 
size, which used the current 
year’s administrative rate or 
preceding year’s reported 
rate, or (2) the total 
population  

   Sampling was not 
used for this 
measure. 

13. Proper 
Substitution 
Methodology in 
Medical Record 
Review (If no 
exclusions were 
taken, check NA)  

• Only exclude members for 
whom medical record review 
revealed (1) contraindications 
that correspond to the codes 
listed in appropriate 
specifications or (2) data 
errors. 
 
• Substitutions are made for 
properly excluded records 
and the percentage of 
substituted records was 
documented  

   Sampling was not 
used for this 
measure. 

 
 

ADDITIONAL QUESTIONS YES NO 
Were members excluded for contraindications found in the administrative 
data? 

  

Were members excluded for contraindications found during the medical 
record review? 

  

Were internally developed codes used?   
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What range defines the impact of data incompleteness for this measure? (Check one) 
0 - 5 percentage points  
>5 - 10 percentage points  
>10 - 20 percentage points  
>20 - 40 percentage points  
>40 percentage points  
Unable to determine  
What is the direction of the bias?  Check one: 
 

Over-Reporting 
Under-Reporting 

COMMENTS 
The percentage of data that is incomplete is so insignificant that it does not cause any alarm 

 
Upon what documentation is the above percentage based?  (e.g., internal reports, studies, 
comparison to medical records, etc.) 
COMMENTS: 
PBH Quarterly Complaints Report generates log for the received and resolved dates, complaint 
type, resolved outcome and number of days to resolve.  PBH also produces Performance 
Agreement Report For DMA that lists the number of enrollees within the quarter, the number of 
first level complaints, the number of complaints for second level review; the grievance report with 
the category of grievance, level and finding; and the appeals report with a breakdown of appeals 
by MHSA and DD. 
 

VALIDATION FINDING 

FC = FULLY COMPLIANT       
  Measure was fully compliant with DMA specifications     

SC = SUBSTANTIALLY COMPLIANT       
  
  

Measure was substantially compliant with DMA specifications and had only 
minor deviations that did not significantly bias the reported rate 

NV = NOT VALID        
  
  
  

Measure deviated from DMA specifications such that the reported rate was 
significantly biased.  This designation is also assigned to measures for which 
no rate was reported, although reporting of the rate was required 

NA = NOT APPLICABLE       
  
  

Measure was not reported because Piedmont did not have any Medicaid 
enrollees that qualified for the denominator 

          

  AUDIT DESIGNATION = FC  

 

















































































































































































































 

Stakeholders Global 
CQI Committee 
Meeting 
  

October 13, 2006  
 

                                      Don Bovender - Provider Chair                                        Jill Queen - PBH Co-Chair 

Agenda 
Review/Approval of Minutes 

New Business:  NC Quality Strategy presented by Deborah Bowen 

New Business:  1- Provider Performance Profile presented by QM  
                          2- Mystery Shopper Program presented by QM  
                          3-2006-2007 Meeting Schedule 

Review reports on CQI activities:   
                         1-Complaint/Grievance Data Report 
                         2-Consumer Satisfaction & Outcome Data Report 
                         3-Access Data Report 
                         4-Incident Report Data 
                         5-Restrictive Intervention Data 
                         6-Billing Audit Data 
                         7-Provider Monitoring Review Data  
                         8-System Quality Performance Data Report 
                         9-Performance Indicators& Performance Improvement Projects 

Old Business:  1-GCQI Policy/Procedure 
                        2-Quality Improvement Projects for the Network 
                        3-Discussion of Sub-Committee membership, meeting schedule and activities 
                        4-Recruitment of new members  

Standing Agenda Items:  1-Discussion of Sub-Committee Activities  
                                         2-Discussion of Barriers to Services 
                                         3-Discussion of Updates 
                                         4-Discussion of Accomplishments/Successes  

Next Meeting Date:   

 
 

 



                       HMO Managed Care/ DMA 
                            QM Meeting – 1st Quarter 
                                
                                  Wednesday, March 8, 2006 
                                 1:00 PM – 2:00 PM (Eastern Time) 
 
                Tele-Conference Call-in Phone Number: (919) 733-2438 
 
 
                                                AGENDA 
 
 

1. Welcome 
 
 

2. Approval of Minutes from last meeting (11/30/05) 
 
 

3. Mecklenburg County – Program Ops Update              LaRhonda Cain   
 
 
      4.   HMO Contract Update                                                 Deborah Bowen 
       
 

5. MPRO/EQR  Activities for 2006:                                Angie Beattie/ Cathy Hefner 
 

Validation Performance Improvement Project’s – due DMA 6/30/06  
               

            Validation Performance Measures – due DMA 6/30/06 
             
            Regulatory Contract Compliance Review 
 
            HMO Financial Analysis 
 
 
      6.   Performance Improvement Project (PIP’s) Update           WellPath 
 
 

7.   Other Issues/ Discussion 
 
 
8. Next Meeting Date:  June 14, 2006  @ 1:00- 2:00PM 

 
 
 



HMO QM Minutes 03/08/06 

HMO/DMA Quarterly QM Meeting 
                                                                                            March 8, 2006 (for 1st Quarter) 
                                                                                        1:00pm – 2:00pm Tele-Conference 
                                                                                                              

 
Attendees: WellPath - Esther Watson, Cheryl Harris, Gail Doria;  IPA EHS - Marilyn Diaz, Mary Miller, Roxanne Hyde, Kavita Ratan 
                  DMA - Anne Rogers, Susan Bostrom, Deborah Bowen, and Darryl Frazier 
                  MPRO – Angie Beattie and Cathy Hefner                          
                   
                       

Agenda Item Discussion Action Items 
Welcome 
Approval of Minutes 

• Minutes from the previous QM meeting held 11/30/05 were reviewed.  
Noted that one attendee’s name had been omitted.  

 
 

Minutes were approved as written. 
Correction made to attendees. 

Old Business Items • All follow-up items from the previous meeting on 11/30/05 had been 
addressed and resolutions documented in the minutes of this meeting.  

 

None 

Mecklenburg Update • Darryl Frazier reported that the SouthCare member enrollment for the month 
of March 2006 is 8,586 (reflects an increase of 106 from February). 

• The next Plan Mobilization Meeting (PMM) scheduled to be held in March 
at Mecklenburg County DSS has been cancelled due to no issues.  

• Four new Health Check Coordinator positions have been approved for 
Mecklenburg County. 

 
 

Informational 
 
 
 
 
 
 

HMO Contract 
Update 

• Deborah Bowen informed the committee that at this time there was nothing 
new to report from contracting. 

 
 

Informational 

MPRO/ EQR 2006 
Activities Update 

• Cathy Hefner presented the following 2006 EQR Activities schedule: 
 
• Validation of Performance Improvement Projects (PIP’s): Well Path’s 

PIP’s are due to be submitted to DMA by 6/30/06.  MPRO begins desk 
review upon receipt from DMA.  On-site TBD, probably late August. 

• Validation of Performance Measures: Well Path’s Performance Measures 
are due to be submitted to DMA by 6/30/06.  MPRO begins desk review 
upon receipt from DMA.  On site TBD, probably late August. 

 
 
Refer to document with 2006 EQR 
Activities for WellPath. 
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• Contract Compliance:  Cathy explained that this is a review of the contract 

requirements between DMA and Well Path to determine if activities are met.  
MPRO will be requesting documentation from WellPath to begin the desk 
review process.  On-site TBD. 

• HMO Financial Analysis:  MPRO has received WellPath’s 4th quarter 
financial reports and has forwarded them to HMA for analysis.  On-site TBD 
and will take place at the Raleigh location.    

• Focused Care Studies:  DMA will need to meet with Well Path to discuss 
study topics.  Anne Rogers informed the committee that a draft listing of 
2006 Focused Study Topics for Consideration will be presented at the next 
Clinical Director’s meeting in March.  This document will be sent to Well 
Path for their information.  

 
 

WellPath PIP’s 
Update 

• Marilyn  presented the following PIP updates: 
• Adolescent Immunizations – Continue to see improvement in the rates.  

Combo-1 at 31% and Combo-2 at 14% secondary to their outreach.   
• Health Check Screening – 2004 result was 69.03% and preliminary 2005 

result at 61.14%. 
• Lead Screening – 2004 result was 23% and preliminary 2005 result 30.83%. 
• Initial Health Assessment – 2004 result was 24.12% and the preliminary 

2005 result at 26.11% (based off notification date).  
 

Informational 

Other Issues/ 
Discussion 

• Esther Watson had a question regarding the topics for Focused Care Studies.  
Most of the study population is in Community Care of NC and the Clinical 
Directors of Community Care will be reviewing the draft of Topics for 
Consideration for the 2006 Focused Studies at their March meeting. 

 
 

Informational 

Next QM Meeting • Next meeting is scheduled for Wednesday, June 14, 2006 at 1:00pm 
 

 

 
                                   
               REMINDER:   Final HMO/DMA Quarterly QM Meeting date is June 14, 2006 from 1:00-2:00pm ET 
                                                   Teleconference call-in number is: (919) 733-2441 
 
 
Recorded by: Susan Bostrom, RN   



                       HMO Managed Care/ DMA 
                            QM Meeting – 2nd Quarter 
                                
                                 Wednesday, June 14, 2006  
                                 1:00 PM – 2:00 PM (Eastern Time) 
 
                Tele-Conference Call-in Phone Number: (919) 733-2441 
 
 
                                                AGENDA 
 
 
 

1. Welcome 
 

2. Approval of Minutes from last meeting (3/08/06) 
 

3. SouthCare Transition Update                                      Terri Paynter 
 
 
      4.  EQR/ MPRO Activities Update                                   Angie Beattie/ Cathy Hefner 
           
            -  MPRO Site Visit 7/20/06 
 
            -  Validation of PIP’s 
 
            -  Validation of Performance Measures 
 
            -  ISCA Assessment 
 
            -  Quarterly Financial Analysis  
 
       

5. Other Issues/ Discussion 
 
      6.   Closing Comments 
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HMO/DMA Quarterly QM Meeting 
                                                                                            June 14, 2006 (for 2nd Quarter) 
                                                                                        1:00pm – 2:00pm Tele-Conference 
                                                                                                              

 
Attendees: WellPath - Esther Watson, Cheryl Harris, Gail Doria;  IPA EHS - Marilyn Diaz, Mary Miller, Roxanne Hyde, Kavita Ratan 
                  DMA - Susan Bostrom, Deborah Bowen, and Terri Paynter 
                  MPRO - Cathy Hefner                          
                   
                       

Agenda Item Discussion Action Items 
Welcome 
Approval of Minutes 

• Minutes from the previous QM meeting held 3/08/06 were reviewed.   
 
 

Minutes were approved as written.  

Old Business Items • No follow-up items identified.   
 

None 

SouthCare 
Transition Update 

In LaRhonda Cain’s absence, Terri Paynter reported to the committee that the 
transition process is going smoothly.  DMA has been having weekly internal 
meetings to coordinate this process with WellPath and PCG.  
• Recipient letters were sent starting yesterday, 6/13. 
• Provider recruitment is going well. 
• Recent e-mail sent to WellPath with clarification on newborns born after 

6/28 and regarding kick payments. 
• Managed Care will check on the next transition of care list. 
 
 

Informational 
 
 
 
 
 
 

HMO Contract 
Update 

• Deborah Bowen contacted John Evers in the Contracts office, and an 
executed copy of the Amendment to the WellPath contract which moved the 
termination date to 7/31/06 was sent to Peter Chauncey via FedEx on 6/13.  

 
 

Informational 

MPRO/ EQR 2006 
Activities Update 

• Cathy Hefner presented the following 2006 EQR Activities update: 
 
• Validation of Performance Improvement Projects (PIP’s): WellPath’s 

PIP’s ( same 4 as last years) are due to be submitted to DMA by 6/30/06.   
• Validation of Performance Measures: WellPath’s Performance Measures 

(non-HEDIS measures) are due to be submitted to DMA by 6/30/06.  MPRO 
has received the favorable NCQA-certified HEDIS audit report.  

 
 
MPRO reminded Well Path to 
review any recommendations from 
last year’s Validation site visit, and 
to make sure the information is 
available for this year’s review. 
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• ISCA Assessment: MPRO only needs any new updates since last year’s  

ISCA evaluation. 
• Site Visit for Validation:  MPRO will conduct a site visit to WellPath on 

July 20, 2006 for Validation of the PIP’s, Performance Measures, and ISCA. 
• Contract Compliance:  Cathy explained that due to the HMO contract 

termination, this activity would not be conducted.  
• HMO Financial Analysis:  On 4/20/06 MPRO and HMA conducted the on-

site visit to Well Path for the Financial Analysis with favorable findings and 
the final report has been distributed.   

 
 

 
 
 
 
 
 
MPRO reminded WellPath that it 
is still necessary for them to submit 
a Q2 06 Financial report, and also 
for July.  HMA will review these.  

Other Issues/ 
Discussion 

• DMA thanked everyone for their hard work, cooperation, and input. 
 

None 

Next QM Meeting • This is the final Quarterly QM meeting due to the HMO contract termination 
which is effective 7/31/06. 

 

 
                                   
                
 
 
Recorded by: Susan Bostrom, RN   
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                                                     Piedmont / DMA Quarterly QM Meeting 
                                                                February 21, 2006 (for 1st Quarter) 

                                                                                 Teleconference from 10:00- 11:00 am  
 

Attendees:  PBH - Darlene Steel, Bill Rankin, Colleen Konicky, Sue Marchetti, David Jones, Sneha Desai 
                   MPRO - Cathy Hefner 
                   DMA - Susan Bostrom, Marilyn Southard, Carolyn Wiser; DMH – Shealy Thompson                        
                   
                       

Agenda Item Discussion Action Items 
Welcome 
Approval of Minutes 

• Minutes from the previous QM Meeting held 10/18/05 were reviewed. Minutes were approved as written. 
 

 
EQR/ MPRO 
Activities 

 
Cathy Hefner presented the following EQR activities timelines for 2006:    
 
• Validation of Performance Improvement Projects (PIP’s):  Piedmont’s 

PIP’s are due to be submitted to DMA by 7/31/06.  MPRO begins desk 
review upon receipt from DMA.  On-site TBD, probably late August.  
Discussion about baseline data to correlate with start-up date 4/01/05. 

• Validation of Performance Measures:  Piedmont’s Performance Measures 
are due to be submitted to DMA by 6/30/06.  MPRO begins desk review 
upon receipt from DMA.  On-site TBD, probably late August.  

• PBH Encounter Data Validation:  Since PBH is not yet submitting 
encounter data, because of DMA system changes, MPRO will only evaluate 
PBH’s IS system capabilities.  MPRO is currently reviewing the 2005 
Mercer Readiness Review report and will be requesting additional 
information from PBH.   

                                                                                

 
Refer to MPRO 2006 EQR 
Activities schedule for Piedmont 
Behavioral Health. 
 

DMA Behavioral 
Health Update 

• Marilyn Southard informed the committee that she is currently working on 
the ’05 audits for Innovations.  Carolyn Wiser from DMA BH introduced 
herself and she is replacing Marie Britt who resigned. 

Informational 

Piedmont Program 
Updates 

• PBH Consumer/Parent/Guardian/Family Member Survey:  Since the 
ECHO survey was no longer required by NCQA, PBH has developed a 
Consumer Satisfaction Survey tool.  Darlene Steel, Director of Quality, 
presented the survey tool which has been revised taking into consideration 
MPRO’s feedback.  The results of the first year survey will be the initial 
benchmark.  

DMA and DMH reviewed the 
revised PBH Consumer 
Satisfaction Survey, and had no 
further suggestions. The Consumer 
Survey tool is approved for use. 
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• Annual PBH Provider Satisfaction Survey:  Sue Marchetti, Director of 

Provider Services, presented the PBH Provider Satisfaction Survey which 
has been revised taking into consideration MPRO’s feedback.  The finalized 
tool will be implemented 3/01 and the survey results should be back by June. 

• There was discussion of using a 4-point scale, instead of a 5-point scale, for 
scoring of these surveys.  PBH will keep the current 5-point scoring scale. 

• PBH’s Performance Improvement Projects for 2006:  The committee 
reviewed the list of topics for PBH’s Performance Improvement Projects for 
2006, which Darlene previously submitted.  This list is “more aggressive” 
then the DMA contract requirements because PBH is also preparing for 
NCQA accreditation.  

• PBH is transitioning to a new benefit package and cannot keep internal Case 
Management.   

 
 

DMA and DMH reviewed the 
revised PBH Provider Satisfaction 
Survey and had no further 
suggestions.  The Provider Survey 
tool is approved for use. 
 
 
 

Review of PBH 
Performance 
Indicators 

• DMA and DMH recently reviewed the PBH Performance Indicator list and 
this listing has been consolidated and abbreviated.  It needs to be emphasized 
that if an indicator on the revised list is now “deleted”, the contract 
requirement itself is not being deleted, but is just limiting what needs to be 
reported to DMA, DMA BH, and DMH.  Also DMH will be internally 
calculating certain indicators (and sharing the data with DMA) to evaluate 
PBH’s performance. 

 

A teleconference meeting is 
scheduled for March 6th at 2PM to 
present this revised indicator list to 
PBH for their questions and 
comments.  This listing will then 
be presented at the PBH Intra-
Departmental meeting on 5/11/06. 
 

Other Issues •  The committee had no other issues for discussion.   
 
 

None 

Next QM Meeting • Next meeting is scheduled for Tuesday, May 16, 2006 at 10:00 AM  
 

       
     
 
                       
            Next PBH/ DMA Quarterly QM Meeting is scheduled for:  Tuesday, May 16, 2006 from 10:00 – 11:00 AM   
                                                           Teleconference call-in number is:  (919) 733-2416   
 
 
 



                    Piedmont Behavioral Healthcare/ DMA 
                               QM Meeting - 2nd Quarter 
                                  
                                        Tuesday, May 16, 2006 
                                                 10:00AM – 11:00AM 
 
                     Tele-Conference Call-in Number: (919) 733- 2416 
 
 
                                                     AGENDA 
 
 
 

1. Welcome 
 
 

2. Approval of Minutes from last Meeting (2/21/06)    
 
 
      3.   EQR/ MPRO 2006 Activities Update                          Angie Beattie/ Cathy Hefner      
 
       
      4.   DMA Behavioral Health Program Update            Carolyn Wiser/Marilyn Southard 
 
 
      5.   Piedmont Program Update                                                      Darlene Steel 
             
            - Status Consumer Survey 
 
            -Quarterly Reports (Q1 06) - trends? 
 
 

6. Other Issues/ Discussion 
 
 
      7.   Next Meeting Date: August 15, 2006 @ 10:00-11:00AM 
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                                                     Piedmont / DMA Quarterly QM Meeting 
                                                                May 16, 2006 (for 2nd Quarter) 

                                                                            Teleconference from 10:00- 11:00 am  
 

Attendees:  PBH - Darlene Steel, Colleen Konicky, Sneha Desai, and David Jones 
                   DMA - Susan Bostrom and Marilyn Southard  
                   MPRO - Angie Beattie and Cathy Hefner                      
                   
                       

Agenda Item Discussion Action Items 
Welcome 
Approval of Minutes 

• Minutes from the previous QM Meeting held 2/21/06 were reviewed. Minutes were approved as written. 
 

 
EQR/ MPRO 
Activities 

 
Cathy Hefner presented the following update for 2006 EQR activities: 
 
• Validation of Performance Improvement Projects (PIP’s):  Piedmont’s 

PIP’s are due to be submitted to DMA by 7/31/06.  MPRO begins desk 
review upon receipt from DMA. 

• Validation of Performance Measures:  Piedmont’s Performance Measures 
are due to be submitted to DMA by 6/30/06.  MPRO begins desk review 
upon receipt from DMA.  

• PBH Encounter Data Validation:  MPRO will be evaluating Piedmont’s IS 
system capabilities since PBH is not yet submitting encounter data.  MPRO 
is currently reviewing the 2005 Mercer Readiness Review report and will 
also review the Mercer findings from the DMA/DMH on-site review which 
was held on 4/12-13. 

                                                                                

 
Informational 

DMA Behavioral 
Health Update 

• Marilyn Southard informed the committee that she is currently participating 
in hearings, including some future PBH hearings.  Carolyn Wiser is on 
vacation. 

Informational 

Piedmont Program 
Updates 

• PBH Consumer/Parent/Guardian/Family Member Survey:  PBH is in 
the process of administering the Consumer Survey and the final survey 
results should be available by mid-June.  No barriers have been encountered.  
The results of the first year survey will be the initial benchmark.  

• Annual PBH Provider Satisfaction Survey: the PBH Provider Satisfaction 
Survey is also currently being administered and the final survey results 
should also be available in June. 

PBH Consumer Satisfaction 
Survey is currently being 
administered. 
 
PBH Provider Satisfaction Survey 
is currently being administered.  
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• The DMA/DMH on-site operational review was conducted by Mercer on 

April 12-13, and one identified opportunity for improvement is the need for 
enhanced IS system support of the UM and Access departments.  

• Mercer also identified the need to strengthen the internal QI process. 
• PBH is in the process of applying for mental health trust fund monies for a 

proposal to fill in the gaps in the transitional housing program for adults. 
• PBH continues to address the new benefit package changes.  
• It is difficult to look at trends until final changes are made in the data 

reporting formats. 
 

QM is meeting with UM to review 
and develop strategies to improve 
their internal QI process. 

Revised PBH 
Performance 
Indicators 

• The revised, consolidated PBH Performance Indicator listing was presented 
at the PBH Intra-Departmental Monitoring Team meeting on 5/11/06.  The 
revised listing is (3) pages with 35 indicators. 

 

None 
 

Other Issues •  The committee had no other issues for discussion.   
 
 

None 

Next QM Meeting • Next meeting is scheduled for Tuesday, August 15, 2006 at 10:00 AM  
 

       
     
 
                       
            Next PBH/ DMA Quarterly QM Meeting is scheduled for:  Tuesday, August 15, 2006 from 10:00 – 11:00 AM   
                                                           Teleconference call-in number is:  (919) 733-  
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